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Introduction:  Research has highlighted high levels of unmet need among people with severe 
mental illness experiencing homelessness. The current study aimed to explore the subjective 
lived experience of a sample of this population to explore their perspective on areas of unmet 
and met need, and to examine their perspective on engaging with mental health services in an 
effort to promote personal recovery. 
Method: A qualitative design was utilised involving the completion of semi-structured 
interviews with participants. The researcher interviewed ten individuals with experience of 
homelessness and a diagnosis of severe mental illness currently in receipt of mental health 
support from a specialist mental health service for homeless people. Interviews were audio 
recorded and transcribed verbatim for analysis. 
Results: Analysis using Interpretative Phenomenological Analysis (IPA) generated five stages 
among participant narratives. These were: Tough Beginnings – A Bumpy Start; Critical Events 
– Losing Control of the Wheel; Striving to Survive – Seeking Help to Share the Drive; 
Stabilising and Healing – Finding a Safe Road Together; and Growing – Retaking Control of 
the Wheel. Ongoing threats to recovery via ongoing trauma, and recovery facilitators in the 
form of resilience are also discussed. 
Discussion: This study provided a comprehensive novel account of the stages encountered on 
the recovery journey of individuals with severe mental illness experiencing homelessness in 
Ireland. The findings of the current study are discussed in the context of previous literature. 
Implications for policy, education, practice and future research are discussed with particular 
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Chapter One: Introduction 
“The moral test of government is how that government treats those who are in the dawn of life, 
the children; those who are in the twilight of life, the elderly; those who are in the shadows of life, 
the sick, the needy, the handicapped” 
         (Hubert H. Humphreys, 1977) 
1.1 Overview of Present Study 
On the 1st December 2014, a female member of the public found the ice-cold body of a 
homeless man sleeping rough in a doorway of an inner-city building. He had been living on the 
streets of Dublin for a number of years. He had a history of drug and alcohol difficulties, and 
despite efforts by himself and family members, a number of attempts at treatment had 
unfortunately proven unsuccessful. The death received extensive media coverage and provoked 
widespread debate on social media. The Taoiseach even spent three hours on the night of the 3rd 
December meeting with homeless rough sleepers, with government commitments to act decisively 
on the issue a common discourse prior to the governments’ Christmas recess; culminating in the 
provision of 271 additional emergency beds following the emergency Homeless Summit held in 
December 2014.  
Regrettably, this was not an isolated occurrence in modern post-recession Dublin. One month 
later, on the 9th January 2015 the body of a homeless man was found on the streets in the inner city 
while another homeless man was found dead in a laneway in the inner city in September 2015. 
Despite sporadic engagement with local Housing First (HF) intake teams, he had been unable to 
source sustainable accommodation. On the 12th October 2015, the body of a homeless man was 
found in the doorway of a Starbucks café in the inner city. Finally, on the 25th April 2016 the body 
of a homeless man was found in a local park in the inner city.  
Within the space of 17 months, five preventable deaths had been reported extensively in the 
national media. All were homeless at time of death, and were choosing to sleeping rough rather 
than utilising available emergency accommodation. Each death triggered a sense of shame and 
anger in me at the inertia and inaction of the government that were democratically elected, however 
collectively they troubled me deeply.  
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It is from this perspective that the idea to explore services available to homeless people was 
born. Through conversation with my supervisor, familiarisation with specialist homeless service 
provision within Ireland, and consultation with disseminated literature the idea to carry out 
research with homeless people with severe mental illness (SMI) was born. I considered these to be 
a particularly vulnerable subset of the homeless population, and a subset with a story that needed 
to be heard. 
That story needed to be told in their words, with their voice, capturing their perspective. To 
capture how these people became homeless, how they became aware of their mental health 
difficulties, what prompted their engagement with support services, and what has prolonged their 
engagement. Hopes for the future, their perspectives on recovery, and areas of met and unmet need 
were also considered foci of attention. Taken together these aims can hopefully answer the 
question of what is the first-hand lived experience of homeless people accessing mental health 
services – exploring areas of met and unmet need.  
1.2 Thesis Structure 
Chapter two will outline disseminated literature in the field of homelessness and severe mental 
illness. Chapter three will describe the methodology in relation to research design, data collection 
and data analysis. Chapter four will provide an outline of the dominant research findings through 
a combination of illustrative quotes and interpretative commentary. Chapter five explores the 
research findings in the context of literature cited in chapter two. Strengths, limitations, future 
directions and implications for practice, policy, research and education will also be discussed in 
chapter five.  
1.2.1 Chapter Two: Literature Review  
Beginning with a brief synthesis of prevalence rates and definitions of homelessness and SMI, 
this chapter will then outline research exploring the lived experience of homelessness and the lived 
experience of SMI. Research relating to homeless people with SMI will then be critiqued, as well 
as approaches to case management and housing initiatives described in the literature. The chapter 
will also explore conceptualisations of recovery, before exploring the Irish context in detail. This 




1.2.2 Chapter Three: Methodology 
Rationale underpinning research design and methodological framework selection will be 
discussed. Approaches to participant recruitment, description of participant characteristics, 
illustration of procedural steps, and modes of data collection and analysis will also be outlined. 
Ethical issues and concerns around reliability and validity will also be addressed.  
1.2.3 Chapter Four: Results 
This chapter will portray synthesised findings from the nine transcribed participant interviews. 
Findings were conceptualised as reflecting five distinct stages in the lived experience of recovery 
processes. Each stage will be discussed in sequence, with illustrative quotes and interpretative 
comments in support. Throughout each stage, recovery threats in the form of ongoing trauma, and 
recovery facilitators in the form of resilience, will be outlined.  
1.2.4 Chapter Five: Discussion 
Having outlined the findings in Chapter Four, Chapter Five will attempt to rationalise these 
findings in the context of literature discussed in Chapter Two. A critical reflection of study 
strengths and limitations will be discussed before implications in relation to clinical practice, 
education, policy and future research are explored.  This chapter concludes with a summary of the 












Chapter Two: Literature Review 
2.1 Literature Search Strategy 
Published articles relevant to the research topic were identified through a comprehensive 
search of the following databases: PsychInfo, Embase, Web of Science, CINAHL Plus with First 
Text, Cochrane Database and Google Scholar. Potentially relevant search items identified from 
the literature were searched for within these databases to identify relevant published articles. 
Search terms included various combinations of the following: Homelessness and relevant variants 
(rough sleeping, vulnerably housed, hidden homeless, street homeless, homeless shelters), Lived 
Experience and associated terms (subjective experience, personal narratives, qualitative), Severe 
Mental Illness (SMI) (and Schizophrenia, Schizoaffective Mood Disorder, Bipolar Mood 
Disorder, Major Depression), Recovery (and rehabilitation), Met (and unmet) need and Trauma 
(or PTSD or adverse experiences). Literature relating to the experiences of veterans, youth 
homeless and homeless families were excluded as the current study focused solely on individuals 
experiencing homelessness with a SMI.  From search results, titles and abstracts were reviewed 
with centrally-relevant articles identified for full reading and critiquing. The reference lists of these 
papers were reviewed and further papers of central focus to the research question were identified 
and reviewed.  
2.2 Homelessness 
Within the EU 400,00 individuals are classed as homeless - in the USA this figure is above 
600,000 (Fazel, Geddes & Kushel, 2014). Across the EU, homeless rates have continuously risen 
since 2009, with only Finland and the Netherlands reporting reductions (European Commission, 
2013). Most published research in relation to homelessness has explored regional prevalence rates 
and population demographics (Pasi, 2011).  
Research into the causes of homelessness has highlighted the complex interaction of a 
range of individual and structural factors that contribute to homelessness. Individual factors like 
poverty, relationship difficulties, mental health problems and substance misuse issues are common 
(Caton et al., 2005). The prominent structural factor relates to the lack of availability of low-cost 
affordable housing. Additional structural factors include the absence of employment opportunities 
for low-skilled workers and difficulties sourcing welfare supports.  
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Homelessness is a traumatic, disempowering, isolating experience (Shelter, 2007). It can 
be conceptualised as a process (Martijn & Sharpe, 2006) that involves experiencing multiple 
socioeconomic and biopsychosocial adversities (Folsom et al., 2005), compounded by 
psychological disaffiliation, hopelessness and loss of self-efficacy (Kim & Ford, 2006). Homeless 
people experience greater premature mortality than stably housed peers, with suicide and death 
due to unintentional injuries common. Homeless people also experience higher prevalence rates 
of infectious diseases, mental illness, and substance abuse disorders. They also experience high 
rates of non-communicable diseases and accelerated ageing. While they are typically poor at 
engaging with local physical and mental health services, they are over-represented within hospital 
emergency departments.  
Beijer and colleagues (2007) conducted a five-year follow-up with homeless individuals to 
explore health-related outcomes and reported a standardised mortality rate 4.7 times that of the 
general population. 75% of their sample remained homeless at five-year follow-up, and an increase 
of 17% in dual diagnosis prevalence among the remaining homeless cohort was noted in their 
study.  
2.2.1 Defining Homelessness 
There is significant variation in homeless definitions internationally. While all definitions 
accept those sleeping unsheltered on the streets, or those utilising emergency hostel 
accommodation, others disagree on whether people without a home of their own staying with 
family or friends are classed as homeless. Given this continuum of shelter arrangements, accurately 
estimating the true number of individuals who are not in possession of stable and secure 
accommodation is problematic.  The European Observatory on Homelessness (2005) developed 
the European Typology of Homelessness and Housing Exclusion (ETHOS), defining an individual 
as homeless if they have a deficit in at least two of the following domains of home: Physical, legal, 
and social, allowing for comparisons across member states (Edgar, Doherty & Meert, 2003).  
2.2.2 Types of Homeless 
Burt and colleagues (2001) proposed a conceptualisation of three types of homelessness. 
Chronic homelessness was described as an episode of homelessness of greater than one years’ 
duration, or four episodes within a two-year period in conjunction with a disabling condition. 
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Intermittent homelessness was described as cycles of being and not-being homeless interspersed 
with stints of being insecurely housed, incarcerated, or in receipt of in-patient health services. 
Crisis homelessness was described as one or two brief episodes of homelessness in response to an 
unexpected crisis. They argued that ever experiencing homelessness significantly increased future 
risk of chronic homelessness (Burt et al., 2001). A longitudinal study exploring single-experience 
homelessness has highlighted how mental health and substance misuse difficulties are risk factors 
for chronic homelessness (Caton et al., 2005). 
2.3 Severe Mental Illness (SMI) 
2.3.1 Definition of SMI  
SMI is a term used to describe severe and persistent psychiatric disability, including 
depression, bipolar disorder, schizophrenia and schizoaffective mood disorder, that generally has 
a profound impact on a persons’ behaviour, cognition, affect and social functioning (Kloos & Shah, 
2009; American Psychiatric Association, 2000). Symptoms associated with SMI include impaired 
reality testing, impulsivity, disorganised thought processes, delusions, hallucinations and difficulty 
in establishing and maintaining relationships (Sells, Rowe, Fisk, & Davidson, 2003).   
2.3.2 Lived Experience of SMI 
Qualitative research has examined the illness experiences of people with SMI and its 
consequences within the context of their daily lives as they attempt to overcome barriers and 
challenges to develop a sense of meaning, purpose and to inhabit a valued social role within the 
community (Borg & Davidson, 2008). This research identified four areas of everyday life 
experiences in recovery: The importance of having a normal life, initiating recovery by just doing 
it, finding ways to make life easier, and being good to yourself. They argue that by examining 
recovery from SMI from the perspective of everyday life enables mental health difficulties to be 
viewed as an integrated part of peoples’ lives rather than something that they are defined by.  
A similar study by Milbourn and colleagues (2015) explored the types of activities that 
constitute the person’s every day experiences and the meanings they take from these activities 
specifically in relation to their mental illness. Their research involved interviewing 11 individuals 
with SMI living in the community over a 12-month period to capture a snapshot of their typical 
activities. They used a phenomenological method to examine interview transcripts, generating 
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three interconnected themes: Illness identity and how it affected their lives; embodying crisis and 
managing supports; and boredom. Participants spoke at length around the central role played by 
formal mental health support in the community. Participants also attributed boredom to being a 
consequence of their illness identity and an embodied everyday experience.   
Research has also examined mental health service user experiences of helping relationships 
(Borg & Kristiansen, 2004). Their research involved interviewing 15 service users with lived 
experience of SMI. They found that perceived important professional characteristics included an 
ability to convey hope, an ability to share power in the relationship, a capacity to be available when 
needed, an open-minded perspective on what constitutes help, and a willingness to stretch the 
boundaries of their professional role. They argued that professionals who were willing to cope 
with the diversity and individuality of personal preferences were more capable of facilitating 
meaningful change in the lives of their service users. They argued that the most tangible recovery 
attainments are associated with successful promotion of a collaborative approach to promoting 
recovery between service users and professionals.    
Research has also examined the lived recovery experiences of people with SMI who are 
considered difficult to engage and in receipt of Assertive Community Treatment (ACT) (Milbourn, 
McNamara, & Buchanan, 2014). They found that participants generated a personal definition of 
what recovery meant, and how this was conceptualised impacted their experience of their illness 
as well as their expectations and hopes for the future. Central to participants’ descriptions of what 
constituted recovery was the importance placed on personal choice, particularly a desire for greater 
choice and agency over their recovery journey. Again, the monotony of participants’ everyday 
routine featured in narratives, with a lack of meaningful activity options prevalent.  
A recent meta-analysis has synthesised qualitative research findings on the nature of lived 
experience among people with SMI (Kaite, Karanikola, Merkouris, & Papathanassoglou, 2015). 
They reviewed 17 peer-reviewed qualitative studies published since 2000, and identified a core 
theme of ‘an ongoing struggle for reconciliation with the self and illness’. Participants spoke at 
length about ongoing suffering while adjusting to illness symptomatology. They also referenced a 
perceived loss of identity and life prior to illness development. Implications of this meta-analysis 
include the importance of developing a new identity incorporating illness-related aspects as one 
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aspect of a multi-dimensional identity rather than being solely defined by their mental illness 
(Kaite et al., 2015).  
Another literature review conducted by Zolnierek (2011) reviewed 35 disseminated papers 
exploring the lived experiences of people with diagnoses of SMI. Synthesised findings describe 
desiring a normal life in the community, social integration and relationship formation within the 
community, meaningful activities, and opportunities for involvement and participation in 
treatment.  
2.4 Homelessness and SMI 
Mental health difficulties can be a primary factor in a person’s journey into homelessness. 
For others, the journey into homelessness can exacerbate pre-existing mental health difficulties 
during that transition. Others may develop novel mental health difficulties as a reaction to the 
multitude of stressors related to becoming homeless, including the associated threats to personal 
safety and the seeking of stable accommodation (Archard & Murphy, 2015).  
Within the US it has been reported that more than a quarter of the homeless population 
experience SMI, with rates increasing (SAMSHA, 2011). These figures have been replicated by 
the US Department of Housing and Urban Development (USD HUD) who estimated that on any 
given night in January 2010 over 26% of homeless individuals accessing emergency shelters had 
a SMI (USD HUD, 2011). Rates of SMI have been reported to be higher among homeless women 
than homeless men (Barrow, Soto, & Cordova, 2004).  
A one-year follow-up study among 10,340 individuals with SMI attending an outpatient 
mental health service identified an incidence rate of homelessness of 15% over the course of the 
year. These individuals were significantly more likely to have substance misuse difficulties, and a 
diagnosis of either schizophrenia or bipolar mood disorder (Folsom et al., 2005). Low level of 
functioning was also associated with increased risk of homelessness. Those who experienced 
homelessness were found to have more inpatient and emergency department contacts over the 
course of the year, as well as less outpatient contacts.   
A systematic review exploring prevalence rates of SMI among homeless individuals across 
seven countries identified alcohol disorders as the most common (8.1-58.5%), followed by drug 
dependence (4.5-54.2%), psychotic illness (2.8-42.3%), and major depression (0-40.9%). All rates 
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were significantly higher than that among the non-homeless population (Fazel, Khosla, Doll & 
Geddes, 2008). The significant variability in SMI prevalence estimates can be attributed to sample 
selection, case definition, diagnostic criteria and issues like self-reported vs professional-rated 
disorder rates. This paper argues that local surveys of morbidity are required to accurately quantify 
local mental health needs and that locally, integration of SMI, substance use and housing needs 
service provision are vital to promote positive outcomes (Fazel et al., 2008).  
2.4.1 Unmet Needs Among Homeless People with Mental Health Difficulties 
Homeless men can be conceptualised as a vulnerable population with significant levels of 
unmet need in relation to mental health and substance misuse support (Bender et al., 2007). 
Homeless people encounter significant barriers to accessing care in relation to physical and mental 
health difficulties. A national study of homeless people across the US reported that 75% of 
individuals questioned reported having at least one unmet health need (Baggett, O’Connell, Singer 
& Rigotti, 2010).  
Research has consistently highlighted high rates of SMI among homeless populations 
(Viron, Bello, Freudenreich & Shtasel, 2014; Chondraki, Madianos, Dragioti & Papadimitriou, 
2014; Weber, Thompson, Schmiege, Peifer & Farrell, 2013; Krausz et al., 2013 & Schuetz, 2013), 
as well as high rates of comorbid diagnoses (Cortes et al., 2011; Chodraki et al., 2013; Krausz et 
al., 2013). High rates of substance use disorders and chronic medical illnesses have also been 
reported (Viron et al., 2014; Weber et al., 2013).   
Previous research has shown how increased mental health needs among the homeless 
population correlates with decreased rates of recent service use (Stergiopoulos, Dewa, Durbin, 
Chau & Svoboda, 2010; Rhoades et al., 2014); Chondraki et al., 2013). For example, research by 
Krausz and colleagues (2013) reported that only 15% of homeless people with SMI had accessed 
psychiatry review, and 13% had accessed mental health support, in the previous twelve months. 
One factor reported to influence help-seeking among this population was the length of time 
homeless, with help seeking more likely as length of homelessness increased (Chondraki et al., 
2013). Research exploring met and unmet needs among homeless and non-homeless individuals 
accessing support identified no difference in relation to medical or dental needs, but that homeless 
people were significantly more likely to have unmet mental health needs and significantly less 
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likely to report unmet substance use needs, with identified barriers including finances and 
knowledge (Zur & Jones, 2014).  
2.4.2 Barriers to Accessing Supports Among Homeless People with SMI 
A recent study examining service provision and barriers to accessing care among homeless 
individuals with mental health difficulties across 14 European capital cities reported that low levels 
of input from qualified mental health professionals, low levels of active outreach and case finding, 
poor inter-agency co-ordination and perceived prejudicial attitudes among healthcare providers 
were all significant barriers to service engagement (Canavan et al., 2012). This built on previous 
research examining self-reported barriers to health care and unmet health needs, which highlighted 
the difficulty connecting with systems of care as a barrier to accessing support (Krausz et al., 
2013).  
Other research has conceptualised both practical access-related barriers like cost and 
transport, and perceived barriers like stigma and fear of social rejection (Kim et al., 2007). Their 
study argued that participants were more likely to attempt to solve their physical and mental health 
needs independently; however they found a negative association between increasing mental health 
problems and decreasing service utilisation.  
Self-reported barriers to homeless people with SMI sourcing employment include current 
substance use difficulties, the presence of a criminal record, work-impeding shelter practices and 
difficulties sourcing adequate psychiatric care (Poremski, Whitley, & Latimer, 2014). Regarding 
barriers to accessing palliative care, a systematic review of qualitative literature conducted with 
healthcare professionals and homeless individuals accessing services reported the chaotic lifestyle 
associated with homelessness, difficulties delivering palliative care within the homeless hostel 
environment and difficulties delivering traditional healthcare services as significant barriers 
(Hudson, Flemming, Shulman, & Candy, 2016).  
A mismatch between expectations and provision of services, disputes with service 
providers, dissatisfaction with perceived lack of choice regarding care options, perceived stigma 
from support staff and insufficient support during times of crisis were synthesised findings from a 
literature reviews of ten qualitative papers exploring homeless people with SMI’s perceptions of 
quality of care received (Bhui, Shanahan, & Harding, 2006).  
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Research exploring the importance of tailoring Primary Care healthcare delivery designed 
for meeting the needs of homeless people have found that homeless-specific tailoring, perceived 
extent of choice and stable housing status were all associated with improved engagement rates and 
highlight the importance of service user beliefs regarding control over care in promoting 
engagement in care practices (Chrystal et al., 2015).  
2.5 Homelessness and Adverse Experiences / Trauma 
The impact of multiple childhood traumas and street victimisations post-homelessness on 
rates of PTSD and depression have been described in detail (Bender, Brown, Thompson, Ferguson, 
& Langenderfer , 2015). Childhood adversity has been a prevalent theme in  homless mental health 
literature, with high rates of emotional, physical and sexual abuse reported (Bonner and Luscombe, 
2008). This research also reported high rates of PTSD among their sample (42%).  
Padgett and colleagues (2012) examined the incidences of adverse life events among 
individuals experiencing homelessness, SMI and substance misuse difficulties. They reported that 
participants had on average experienced 8.8 adverse life events. Cross-case analyses indicated 
social losses from death an estrangement, the significance of chronic stressors and acute events 
and the cumulative lifetime nature of adversity (Padgett et al., 2012). While their research 
highlighted the high prevalence of adverse life experiences, the research failed to provide any 
information on participant appraisals of incident severity or meaning.  
Research has reported 12-month PTSD prevalence rates of 41% and lifetime prevalence 
rates of 79% among homeless individuals (Taylor & Sharpe, 2008). These authors also reported 
that 59% of participants developed PTSD prior to the first homeless episode. A similar study by 
Deck and Platt (2015) reported PTSD rates of 23% among their sample, with only 69% of those 
individuals self-identifying as having a mental health difficulty.  Further research has shown how 
trauma histories have been associated with increased mental health difficulties among homeless 
individuals (Kim, Ford, Howard, & Bradford, 2010). This research, conducted with 239 male 
participants, failed to identify a link between trauma histories and substance use problems. 
Exploration of trauma experiences among homeless women with SMI highlighted the need 
for autonomy, protection from future victimisation and assistance restoring status and devalued 
identity as significant needs among participants (Padgett, Hawkins, Abrams, & Davis, 2006).    
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Childhood exposure to betrayal trauma, conceptualised as trauma perpetrated by either a 
caregiver or significant other, has been identified as a predictor of earlier onset of first episode 
homelessness (Mackelprang et al., 2014). This research also argued that greater exposure to 
traumatic events during childhood increased the likelihood of revictimisation during adulthood.   
Homeless individuals with SMI report annual rates of victimisation four times higher than 
that reported by the general population (Teplin, McClelland, Abram, & Weiner, 2005). Research 
has highlighted high rates of violence committed against homeless women with SMI. They are 
vulnerable to acts of violence perpetrated by others (Cheung & Hwang, 2004). The cumulative 
effects of ongoing traumatic experiences can lead to a range of negative health outcomes including 
higher rates of physical illness, substance abuse and psychiatric comorbidities (Bonugli, Lesser, & 
Escandon, 2013).  
2.6 Research on Lived Experience of Homelessness and SMI 
Research exploring the content analysis of pathways to recovery among individuals with 
the lived experience of homelessness and alcohol use problems has highlighted how for many 
participants, motivation to engage in abstinence-based treatment modalities were not motivated by 
long-term abstinence from alcohol (Collins et al., 2016). A lack of interest in alcohol abstinence 
has been shown to pose a significant barrier to treatment participation (Collins et al., 2012), 
however this population has been shown to possess clinically relevant recovery goals outside of 
those related to long-term abstinence (Collins et al., 2015). 
Collins and colleagues’ (2016) study identified alternative reasons underpinning treatment 
engagement including desiring a short-term break from alcohol consumption, desiring shelter 
during winter months, and seeking connections with similar others. Regarding alternative 
pathways to recovery, participants referenced a desire to address basic unmet needs like housing, 
development of harm reduction strategies, engagement in meaningful activities, and formation of 
positive social connections.  The benefit of an affiliative relationship with treating professionals 
was off-set by struggles in relation to perceived power imbalances and unequal control over 
treatment pathways. The respite from stressors and the experiences of safety and security while 
participating in treatment failed to protect participants when returning to their natural 
environments while others also referenced concerns around becoming institutionalised through 
treatment adherence.   
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This research questions the ability of abstinence-based programmes to meet the long-term 
needs of a subgroup of the population they serve, those uninterested in long-term abstinence, and 
may account for the high rates of service disengagement demonstrated by this subgroup of the 
population. As research has estimated that this subgroup make on average 16 abstinence attempts 
during their lifetimes (Larimer et al., 2009), the impact of numerous failed attempts at long-term 
abstinence on individuals’ self-concept, self-esteem and self-confidence cannot be ignored. A 
more successful pathway to recovery may be to collaboratively develop service user goals and 
pathways to recovery with professionals providing a facilitative, supportive function rather than a 
directive role.  
Research has examined the lived experience of homeless individuals as they transitioned 
to supported housing provided in line with a Housing First (HF) philosophy (Raphael-Greenfield 
& Gutman, 2015). This study involved four individuals with a diagnosis of SMI and a history of 
substance use difficulties. They conducted qualitative interviews which they analysed using a 
content analysis framework. They found that participants possessed a strong desire to develop 
home maintenance and budgeting skills. Researchers argued that these desires were driven by 
participants’ past experiences of being unable to cope with maintaining a home and a motivation 
to develop the perceived required skills to sustain housing. This study also described the fear and 
vigilance participants experienced regarding occupational activities and inhabiting the social 
environment, leading to ongoing social disconnection, isolation, and presented a barrier to 
participation in meaningful community-based social activities (Raphael-Greenfield & Gutman, 
2015).  The researchers argue that given the centrality of concerns in relation to home maintenance 
and occupational engagement that Occupational Therapists have a key role to play in supporting 
individuals with a history of homelessness, SMI and substance use difficulties in sustaining 
supported housing placements.   
Research has also examined the concept of hope among people experiencing homelessness 
(Partis, 2003). This research involved qualitative interviews with seven individuals with 
experience of long-term homelessness (4-20 years) accessing emergency shelter accommodation 
in the UK. Five key themes were identified as central to hope: Hope as imagined future reality 
(expectancy); Meaningful relationships with self and others (Connectedness); View from the street 
(hope/joy vs hopelessness/despair); Emotionality (feelings helping/impacting hope); Brokenness 
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(toll of street life). This research highlights the various ways that hope can be both fostered and 
weakened, not only internally but through engagement with services and interactions with other 
individuals.  
Research has also examined the lived experience of inequity among homeless people with 
diagnoses of co-occurring SMI (Patterson, Markey, & Somers, 2012). They constructed timelines 
as a visual to highlight social determinants of illness trajectories. Their research involved 
qualitative interviews with 31 participants examining their pathway into homelessness, 
experiences of homelessness, experiences of learning about their mental health diagnosis, and their 
perspective on high, low, and turning points in their lives. A prominent theme of long-standing 
social devaluation was found, with participants describing numerous examples of perceived unfair 
treatment by services and members of society. A further theme of feeling trapped within the cycle 
of street homelessness permeated interviews, with participants viewing entry to the streets as the 
last resort and a cycle of existence challenging to break out from.  
The authors generated visual timelines for each participant before developing a general 
conceptualisation of various life stages and associated features, for example describing early 
adulthood (20-30) as a period of fluctuating instability, increasing marginalisation, and 
proliferation of unmet needs, with adulthood (30+) characterised as involving decreased hope, 
decreased health, and hardening of attitudes. While this conceptualisation makes sense, 
highlighting for example systemic and individual childhood factors that can lead to mental health 
difficulty development, the conceptualisation of adulthood as a single period beyond the age of 30 
fails to capture the changing health and mental health needs over time. As mentioned previously, 
the increased physical and mental health needs, as well as increased risks of morbidity and 
mortality as length of time homeless increases, fails to be captured by the conceptualisation of a 
sole age group of 30+. The primary implication of this research is the reflection that homeless 
people with SMI are not currently exercising citizenship within any community leading to 
perpetuation of social disconnection, lack of agency and marginalisation (Patterson et al., 2012).  
Research by Rae and Rees (2015) explored homeless individuals’ experiences of accessing 
care in relation to health needs. They conducted qualitative interviews with 14 individuals 
accessing either emergency hostel accommodation or non-residential day service supports within 
the UK. They found that participants demonstrated an awareness of possessing healthcare needs 
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however often were reluctant to attend to these given competing stressors that were considered of 
greater importance such as lack of resources and safety, often neglecting these healthcare needs 
until entering a crisis period. Participants also described both positive and negative experiences of 
accessing healthcare services. Internal attitudinal barriers to accessing health care, and positive 
attitudinal beliefs exhibited by healthcare professionals were also outlined.  
Research by Stanhope and Henwood (2014) focused on the identification of internal and 
external barriers to accessing healthcare needs from the perspective of 15 participants accessing 
HF programmes with chronic histories of homelessness and SMI in receipt of ACT-based support. 
They found that a prominent internal barrier was the postponement of addressing mental health 
needs due to avoidance or denial, and argued that mood had a moderating impact on people’s 
willingness to address health-related behaviour, with periods of low mood leading to withdrawal 
and isolation. External barriers identified centred on housing, with participants describing the 
challenge of addressing healthcare needs as insurmountable while facing ongoing difficulties in 
relation to sourcing stable accommodation. Another external barrier was a distrust of the healthcare 
system itself, with previous negative experiences of discrimination leading to scepticism and 
cynicism in relation to the motivations of healthcare providers.  
The ability of peer support groups to encourage engagement with service providers, and 
developing the confidence to take control of your own healthcare needs as an empowered, self-
determined citizen were associated with overcoming barriers to accessing healthcare. This research 
highlights the difficulties people experience in being proactive in relation to accessing healthcare 
supports in the absence of basic need fulfilment. A focus on surviving street homelessness limits 
resource availability for physical and mental health support.   
Research has explored the lived experience of individuals accessing single-site HF supports 
(Stahl, Collins, Clifasefi, & Hagopian, 2016). Their grounded theory analysis of 11 interviews 
with individuals living there a minimum of two years generated three interlinked themes, each of 
which contained dialectic opposites: Sense of community – seeking connection and seeking space; 
Stability – seeking stability, fearing stagnation; and Control – gaining autonomy and relinquishing 
control. These themes capture the internal struggles experienced by participants engaging in 
recovery processes. Despite on-site support and stable housing, participants continued to 
experience conflict in relation to privacy, boredom and lack of agency.  
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Research has also been conducted exploring homeless people with SMI’s experiences of 
helpful and unhelpful professional assistance (Voronka et al., 2014). They conducted qualitative 
interviews with 30 participants exploring their experiences of receiving professional support to 
investigate service user experiences of positive and negative aspects of service provision. They 
reported that participants with a positive experience of service engagement experienced services 
that adopted a recovery-oriented focus and that provided tangible connections with external 
employment, education and financial services. The importance of mutual communication was 
referenced, which could be conceptualised as the development of a collaborative therapeutic 
relationship. A focus on significant life events as moments of crisis rather than opportunities for 
growth was found to be undermining in promoting recovery. Services provided along traditional 
care continuums of symptom treatment and amelioration were also found to be unhelpful in 
meeting service user needs. Mismatches between desired and received support were also 
described. Adjusting service user expectations, while important, fail to fully capture the gap 
between desired and actual service provision.  
Research by Bonugli and colleagues (2013) has qualitatively explored homeless women 
with SMI’s experiences of victimisation (Bonugli, Lesser & Escandon, 2013). Findings centred on 
the ongoing suffering encountered by homeless women with SMI. Survival strategies like keeping 
to yourself, while attempting to maintain safety, exacerbated feelings of isolation and 
disconnection. The use of shelters, while an attempt to secure a safe place to sleep, was associated 
with demeaning interactions with professional caregivers and aversive interactions with other 
homeless individuals. Their narratives described a double stigma, that of being a homeless woman 
and a woman with mental health difficulties. Their research also argued that it was only when 
participants experienced feelings of safety and security were they able to begin emotionally 
processing trauma they had experienced.  
Research adopting a narrative approach to explore identity adaptation in response to 
homelessness has shown how identity is affected by experiences, reshaped due to the trauma and 
indignity of homelessness, often adjusting their identity to centre on illness, drugs and exclusion 
with coping strategies including the formation of strong opinions regarding policy and service 




2.7 Homeless and SMI Case Management Strategies 
Research on the benefit of scatter-site housing, the provision of rent supplement, and an 
ICM-approach on housing stability rates found that scattered-site housing and ICM was associated 
with greater housing stability at two-year follow-up but was not associated with any significant 
improvements in generic quality of life compared to treatment as usual (Stergiopoulos et al., 2015). 
A recent Cochrane review comparing Intensive Case Management (ICM) with non-ICM 
(caseloads greater than 20) and standard community care (SCM) reported that ICM was associated 
with less days per month in hospital, less dropouts from study, but no difference in relation to 
negative outcomes in the form of completed suicides (Dieterich, Irving, Park & Marshall, 2017). 
This review also reported that the greater fidelity to ACT model among ICM approaches, the less 
time participants spent in hospital per month.  
Another systematic review compared (SCM) to Critical Time Intervention (CTI), ICM and 
ACT (deVet et al., 2013). They found no evidence to support the effectiveness of ICM over other 
approaches. SCM was associated with increased housing stability, decreased substance misuse and 
the removal of employment barriers among individuals with substance misuse difficulties. ACT 
was also associated with increased housing stability and also cost-effectiveness in relation to 
supporting individuals with a dual diagnosis of SMI and substance use disorders. CTI was shown 
to offer promising outcomes in relation to housing, substance misuse, criminality and was shown 
to be cost-effective in supporting individuals with SMI. 
Prominent principles within ACT include the provision of comprehensive 
multidisciplinary treatment services within the clients’ home, availability of services on a 24-hour 
basis, an emphasis on daily living activities, a small staff-client ration (1:10 approximately), and 
no fixed timescale in relation to service provision (Monroe-Devita, Teague, & Moser, 2011). A 
National Institute of Mental Health-funded randomised control trial found that ACT demonstrated 
superior outcomes over a 12-month period in the domains of rehospitalisation, symptom reduction, 
employment, social relationships, and subjective life satisfaction (Stein & Test, 1980). A Cochrane 
meta-analysis has highlighted how ACT is associated with reduced hospitalisation, increased 
engagement with treatment services and better housing outcomes. Weaker effects were found in 
relation to employment, client satisfaction, social functioning, and social integration (Marshall & 
Lockwood, 2000).  
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2.8 Homeless and SMI Housing Strategies 
Homeless people with SMI have traditionally been viewed as the hardest to house and use 
more healthcare and social services (Gaetz et al., 2013). The provision of stable housing has been 
shown to facilitate the development of self-esteem, a non-homeless identity, social relationships 
and the formation of new social roles and goals (Padgett, 2007) and can lead to the development 
of social and employment opportunities (Kirkpatrick & Byrne, 2009).  
Research has highlighted the association between supported housing and positive outcomes 
(Padgett et al., 2008; Yanos et al., 2012). Having basic needs like food and shelter met has been 
found to be of more importance than addressing unmet physical or mental health needs (Drury 
2008; Henwood et al., 2013; Zerger et al., 2014). Becoming stably housed has led to a sense of 
safety and establishment of daily routines (Fisher et al., 2014; Henwood et al., 2013; Patterson et 
al., 2015), a sense of privacy and improved quality of life (Fisher et al., 2014; Patterson et al., 
2015). Barriers to successful transitioning, including complicated rules, complex application 
methods, multiple stakeholders (Drury 2008; Fisher et al., 2014), as well as negative interactions 
and lack of informal support (Drury 2008; Henwood et al., 2013). Perceived marginalisation via 
perceived rejection or stigmatisation while engaging in activities and accessing services was 
another barrier (Drury 2008; Patterson et al., 2015). Research has shown the adjustments 
individuals are willing to make in order to secure housing rapidly (Fisher et al., 2014). Tolerating 
rules like visitor or smoking regulations and locked doors were examples of further adjustments 
(Patterson et al., 2015). Protecting freedom and autonomy was important, and a dislike of 
supervision was noted (Drury 2008; Fisher et al., 2014). Excess isolation in new housing 
resurfaced negative experiences and emotional difficulties and often led individuals to attempt to 
form new connections or restart contact with family (Patterson et al., 2015). Coping with 
challenges in relation to feared engagement in negative experiences that previously led to 
homelessness (Henwood et al., 2013), and in transitional housing individuals reported 
experiencing frustration and anxiety and a desire for a permanent residence (Zerger et al., 2014). 
Sourcing stable housing has been shown to be a positive catalyst for change (Henwood et al., 
2013). Research has demonstrated the relief individuals reported having exited homelessness 
(Patterson et al., 2015). The importance of privacy, safety and shelter were important features 
(Fisher et al., 2014; Henwood et al., 2013; Patterson et al., 2015).  
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First-person accounts of how supported housing impact on recovery processes for people 
with SMI have shown how participants conceptualise available supports on a spectrum, from 
concrete supports like sheltered accommodation to more abstract concepts like a sense of 
belonging or interconnection (Carpenter-Song, Hipolito & Whitley, 2012). They also found that it 
was vital that services adopted recovery-oriented interventions to address psychosocial needs in a 
holistic manner. Similar to previous research (e.g. Whitley et al., 2008), their participants also 
spoke at length about the importance of safety and a sense of security in supported housing 
promoting recovery.  
HF is considered to be a gold-standard, evidence-based intervention for individuals 
experiencing homeless and SMI or substance use difficulties (SAMSHA 2012) who have 
traditionally been viewed as hard to house (Tsemberis & Eisenberg, 2000). The HF Model 
provides individuals with immediate access to subsidised, permanent housing along with access to 
optional community-based supports provided from a philosophy of ACT (Tsemberis, Gulcur & 
Nakae, 2004). The rationale for this is that until a person has a place they can call home, and one 
in which they feel their safety and security needs are met, they will be unable to engage in further 
needs attainment in domains like mental health issues, substance use problems, or employment 
goals (Greenwood, Stefancic & Tsemberis, 2013).  
HF has been shown to be effective across a number of domains including reducing 
homeless rates, increasing housing stability, improving perceived choice, reductions in psychiatric 
symptoms and substance use difficulties, and is a cost-effective method of support delivery 
(Greenwood et al., 2013). Factors that have been found to help or hinder change include 
availability of services and supports, the impact of cumulative trauma or loss, perceived 
availability of social support and substance use difficulties (Patterson et al., 2015). 
Research by Henwood and colleagues (2015) explored the relative outcomes for homeless 
individuals with SMI and a history of substance misuse engaging in HF vs Treatment First (TF) 
models utilising Maslow’s Hierarchy of Needs (1943) as a conceptual framework for evaluating 
outcome (Henwood, Derejko, Couture, & Padgett, 2015). They found that over the course of the 
year TF participants were significantly more likely to drop out of their treatment programme 
compared to HF participants. Significantly more TF participants cited a need for housing and 
employment at 12-month follow-up while significantly more HF participants had their baseline 
20 
 
needs met. Significantly more participants identified self-actualisation needs at 12-month follow-
up compared to baseline however there was no significant difference between the two groups in 
this regard. Qualitative findings among the TF group highlighted the primary focus that sourcing 
permanent housing occupied among participant narratives. The study focused solely on participant 
perspectives of met and unmet need, with no triangulation of data from the perspectives of service 
providers. In addition, the short-term nature of follow-up may not capture the iterative, recursive 
process of recovery.   
A systematic review of outcomes associated with HF argues that the evidence base for HF 
is methodologically strong however further research is required in relation to its benefits for 
diverse populations (Woodhall-Melnik & Dunn, 2015). There is strong, consistent evidence that 
HF improves housing stability and decreases the use of responsive services (Woodhall-Melnik & 
Dunn, 2015). The impact of HF on substance use has been found to be inconclusive (Kertesz, 
Crouch, Milby, Cusimano & Schumacher, 2009) while it has been described as a risky approach 
potentially leading to isolation (Johnson 2012). Other studies have shown that for veterans with 
severe alcohol dependency, tradition abstinence-based treatment reported better outcomes 
compared to HF (Westermeyer & Lee, 2013). Question marks remain whether HF promotes 
personal recovery (Woodhall-Melnik & Dunn, 2015).  
2.9 Recovery Model Literature 
The primary aim of the mental health recovery paradigm is for people to strive to reach 
their full potential (SAMSHA, 2011). Life domains like health, home, purpose and community 
have been identified as important factors in recovery processes. Recovery has been described as 
recursive and iterative rather than linear (Ridgway, 2000).  
Clinical recovery conceptualises recovery as a dichotomous variable, is objective rather 
than subjective, and clinician- rather than patient-rated. It has been defined as ‘full symptom 
remission, full or part-time work or education, independent living without supervision by informal 
carers, having friends with whom activities can be shared – all sustained for a period of two years 
(Libermann & Kopelowicz, 2002). There is a lack of agreement on the extent to which these 
indicators must occur for recovery to be considered present (Ralph & Corrigan, 2005). 
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Personal recovery has been defined by participants with lived experience as “a deeply 
personal, unique process of changing one’s attitudes, values, feelings, goals, skills, and/or roles. It 
is a way of living a satisfying, hopeful and contributing life even within the limitations caused by 
illness. It involves the development of new meaning and purpose in one’s life as one grows beyond 
the catastrophic effects of mental illness” (Anthony, 1993, p. 527). It is a complex, 
multidimensional process (Mancini et al., 2005), with the importance of hope, personal 
responsibility, support, meaningful activities and positive identity core features (Davidson et al., 
2005; Andresen et al., 2003). Distinct from clinical recovery, it can be conceptualised as occurring 
on a continuum, is subjectively defined by the individual themselves, is rated by the person 
themselves who is considered the expert in their own recovery, and means different things to 
different people. However, there may be significant overlap in conceptualisations between 
individuals (Slade & Langden, 2015). Conceptualising recovery in this way makes operational 
definition of the construct a challenge, however there is consensus regarding critical aspects of 
recovery, including that recovery should be individualised/person-centred, and should be centrally 
connected to the constructs of empowerment, purpose and hope (Ellison, Belanger, Niles, Evas & 
Bauer, 2016).  
Recovery approaches that incorporate a personal recovery focus have been developed in a 
number of countries including Australia (Department of Health and Ageing, 2009), England and 
Wales (Department of Health, 2011), Northern Ireland (Department of Health, Social Services and 
Public Safety, 2010), USA (Department of Health and Human Services, 2003), New Zealand 
(Mental Health Commission, 2012), Canada (Mental Health Commission of Canada, 2014) and 
the Republic of Ireland (Mental Health Commission, 2005). 
Leamy and colleagues conducted a systematic review of articles exploring personal 
recovery and completed a narrative synthesis of findings to develop a conceptual framework 
(Leamy, Bird, Le Boutillier, Williams & Slade, 2011). Based on 97 peer-reviewed papers, they 
identified thirteen distinct characteristics of recovery processes: An active process; An individual, 
unique process; A non-linear process; A journey; Involving stages/phases; A struggle; A 
multidimensional process; A gradual process; A life-changing experience; Occurring in the 
absence of curing mental illness; Helped by a supportive, healing environment, Possible without 
professional support; A trial and error process.  
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Their conceptual framework also referenced five recovery processes: Connectedness, Hope 
and optimism regarding the future, Identity, Meaning in Life, and Empowerment (CHIME). They 
also evaluated fifteen studies that attempted to develop recovery stages and argued that these stages 
map onto the Transtheoretical Model of Change: Precontemplation, Contemplation, Preparation, 
Action and Maintenance and Growth (Prochaska & DiClemente, 1982). There is a lack of 
consensus around this model of change, with some researchers arguing that there is substantial 
evidence that change involves distinct stages (MacKeith, 2011). However others have described 
the conceptualisation of change as sequential progression through stages as reductionist and 
lacking clear delineation between stages (Little & Girvin, 2002).  
In terms of homeless-specific recovery literature, research has shown that homelessness 
resolution involves iterative stages of crisis, assessment and sustained action, with staff playing a 
pivotal role in promoting empowerment among consumers (Finfgeld-Connett, 2010).     
In terms of SMI and homelessness recovery literature, previous homelessness has been 
associated with poorer mental health recovery, alcohol abuse and distress, with outcomes 
remaining differential even after transitioning out of homelessness (Castellow et al., 2015). In 
addition, length of time homeless was associated with poorer rates of recovery and increased rates 
of psychiatric distress.   
2.10 Homelessness in Ireland 
2.10.1 Prevalence Rates of Homelessness 
The latest figures produced by the government in February 2017 stated that 7,421 
individuals were recorded as homeless (Department of Housing, Planning, Community and Local 
Government, 2017). This represented a 28% increase from February 2016 figures. Additionally, a 
Dublin rough sleeper count in November 2016 counted 142 rough sleepers compared to a similar 
count in November 2007 that identified 104 individuals sleeping rough. 
Of these 7,421 individuals classed as homeless, 4,875 were adults utilising state-funded 
local-authority managed emergency accommodation, including 1,239 families (a 36% increase on 
February 2016 figures) and 2,546 dependents (a 35% increase compared to February 2016 figures). 
These figures are troubling and contrast sharply with government reports of 2,300 sustainable exits 
from homelessness in 2015 and 3052 sustainable exits from homelessness during the first nine 
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months of 2016.  Of the 4,875 adults nationally recorded as homeless, 3,310 were within the 
auspices of the four local authority areas for Dublin (1,791 males, 1,519 females).    
2.10.2 Prevalence Rates of SMI among Homeless in Ireland 
A survey of 788 individuals accessing Simon Community support services highlighted 
significant physical, mental and substance use needs (Simon Community, 2010). 56% of 
respondents reported at least one diagnosed physical health issue. 52% reported one diagnosed 
mental health condition, with depression (28%) and schizophrenia (9%) the most common. 60% 
reported alcohol use, with 30% reporting problems in relation to alcohol use. 38% reported 
ongoing drug use, with 15% describing intravenous drug use. 28% reported a dual diagnosis. In 
terms of accessing health supports, 91% were registered with a GP and 84% had access to a 
medical card. 16% reported accessing Accident and Emergency Departments within the previous 
30 days. 15% reported a history of deliberate self-harm, with 23% identifying issues in relation to 
ongoing suicidal thoughts. 8% reported a suicide attempt within the preceding six months. Only 
65% reported being formally registered as homeless, and 80% described themselves as homeless 
for longer than 6 months, with 35.5% homeless longer than 5 years. 
2.10.3 Primary Care Services for Homeless Individuals with SMI in Ireland 
Research has examined the utilisation of free primary care support (Safetynet) among 
homeless individuals within the Dublin region (Keogh, O’Brien, Hoban, O’Carroll & Fahey, 
2015). This research, conducted with 105 participants, found high levels of mental health 
diagnoses (70%). The most common mental health diagnosis reported was depression (50%), 
followed by substance use disorders (39%), anxiety disorders (36%), schizophrenia (13%), bipolar 
mood disorder (6%). 60% reported a lifetime incidence of drug use, with 33% describing 
themselves as active drug users. 53% were reported to be experiencing alcohol use difficulties. 
Compared to previous figures reported by Safetynet, participants reported increased health rating, 
greater adherence to medication, and decreased utilisation of Accident and Emergency 
Departments (Keogh et al., 2015). 
2.10.4 Housing Policy in Ireland 
The Health Act (1953) ascribed responsibility to regional health services to provide 
assistance and shelter to people experiencing homelessness. The Housing Act (1988) defined an 
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individual as homeless if there is “no accommodation available which he can reasonably occupy 
or remain in occupation of, or living in a hospital, county home, night shelter or other such 
institution, and is so living because he has no accommodation and is, in the opinion of the authority, 
unable to provide accommodation from his own resources”.   
At a governmental level, The Way Home: A Strategy to Address Adult Homelessness in 
Ireland 2008-2013 aimed to eliminate long-term occupation of emergency homeless facilities 
(greater than six months), eliminate the need to sleep rough and prevent the occurrence of 
homelessness as far as possible (Department of the Environment, Heritage and Local Government, 
2008). They argued for the development of a case management approach focusing on the 
identification of needs on an individualised basis, as well as a scattered-site approach to developing 
a varied housing portfolio.  
Within Ireland, despite the government investing €100 million annually on direct provision 
of services to people experiencing homelessness, the outcomes in relation to homeless rates and 
associated difficulties were questionable (O’Sullivan, 2012). These difficulties have been 
exacerbated by the constant flow of individuals into a state of homelessness given the current 
shortage of available affordable housing (O’Sullivan, 2016).  
The current national policy, Rebuilding Ireland – Action Plan July 2016 conceptualised a 
five-pillar approach to improving housing status for citizens (Government of Ireland, 2016). The 
first pillar, addressing homelessness, argues for the delivery of interagency supports to people who 
are currently experiencing homelessness with particular emphasis on minimising the incidence of 
rough sleeping. Included in this is an aim to triple the number of tenancy targets for HF teams in 
Dublin and an expansion of housing-led approaches to other urban areas.  
Focus Ireland and the Peter McVerry Trust, two non-government organisations (NGOs) 
have jointly been awarded the tender for provision of HF support to homeless individuals with 
SMI in the Dublin region. As of March 2017, they had provided HF tenancies to 72 individuals 
out of their target of 300.  
2.11 Current Study 
There is a dearth of disseminated literature exploring the perspectives of homeless 
individuals accessing services in relation to physical and mental health difficulties within the Irish 
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health system. As far as the authors are aware, no studies have attempted to explore the lived 
experience of ‘what it is like’ to be a homeless individual with mental health difficulties in Ireland 
accessing specialist services. There is a lack of a voice describing service engagement and the 
maintenance of such engagement through the lens of met and unmet needs. In fact, research has 
highlighted how research and policy often neglects the experiences and views of service users 
(Shinn, 2007). By utilising a personal recovery-focused perspective this research will endeavour 
to capture first-hand the service user perspective on what promotes and maintains engagement, 
what it is like to access specialist services, identify perceived pockets of positive practice and 
identify areas of potential improvement.  
The primary research question for exploration in the current study is: 
“To explore the lived experiences of homeless people accessing specialist mental health services 
to explore the extent to which their needs are met from their perspective”   
This research aims to provide a unique perspective on how service engagement promotes and 
facilitates personal recovery journeys for participants. It aims to provide a comprehensive 
understanding of the extent to which participants perceive their needs to be met, and identify areas 
of unmet or partially-met need. The research aims to elicit an understanding of the range of factors 
that promote service engagement on a prolonged basis. Potential barriers to sustained engagement 
can also be examined. By understanding the lived experience of this population, it will be possible 
to provide a snapshot of how specialist mental health services for the homeless are experienced by 
those consumers utilising service supports. By hearing their words, it will be possible to gain a 









Chapter 3: Methodology 
3.1 Chapter Introduction 
This chapter will outline the rationale underpinning the adoption of a qualitative approach 
to the current study. It will also outline the rationale behind the conceptualisation of project design 
and analysis of collected data from an interpretative phenomenological analysis perspective. The 
chapter will then provide a description and rationale in relation to sampling procedures employed 
though the study, in addition to a detailed description of the individual participants who contributed 
to the research. A comprehensive outline of the procedures utilised during data collection and a 
step-by-step outline of data analysis techniques will be provided. The chapter will end with 
commentary in relation to the management of ethical concerns, trustworthiness and credibility 
considerations and researcher reflexivity all in relation to the current project under discussion.  
3.2 Rationale for Research Methodology 
The primary focus of the study was to elucidate the lived experiences of people with a 
history of homelessness and a history of severe mental illness attempting to have their needs met. 
The current study’s focus on discerning the meaning of experiences, actions and events as 
interpreted through the experiences of the participants renders a qualitative approach an 
appropriate means of investigation (Robson, 2007). 
From an epistemological perspective, qualitative research is concerned with how a person 
makes sense of their world or the meaning that they ascribe to a specific phenomenon. Of central 
concern, above that of causal relationships and their relevant contribution to a specific outcome, is 
the quality of individual experiences (Grix, 2010).  Another important consideration is the ability 
of qualitative approaches to capture the complexity of specific phenomena under investigation 
while also managing to illustrate the differing perspectives among and diversity of participants 
under investigation (Flick, 2002). Qualitative research aims to provide rich or ‘thick’ (Geertz, 
1973) descriptive accounts of specific phenomena under investigation. Quantitative approaches, 
in contrast, generally involve the critique of proposed theories through hypothesis testing in an 
effort to identify untrue claims through the collection of disconfirmatory evidence in an effort to 
move closer to the truth (Pietkiewicz & Smith, 2014).  Of particular interest within quantitative 
approaches are the frequency of occurrences or the size of associations between factors, 
necessitating a reduction of experiences to numerical values in order to utilise statistical analysis 
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techniques (Pietkiewicz & Smith, 2014). In contrast, qualitative methodologies seek to collect data 
in naturalistic settings, with participants and researchers jointly contributing to the collection and 
interpretation of oral reports. 
3.3 Interpretative Phenomenological Analysis (IPA) 
While a range of qualitative methodological approaches were considered, given the 
exploratory nature of the research, which aimed to elucidate a detailed understanding of the 
subjective lived experiences of people who have experienced homelessness and have mental health 
difficulties, an interpretative phenomenological framework, specifically Interpretative 
Phenomenological Analysis (Smith, Flowers & Larkin, 2012) was utilised. The central topic for 
investigation related to exploring participants’ own experiences of accessing support services in 
relation to both homelessness and mental health difficulties. It was concerned with the processes 
adopted by participants in generating meaning from such experiences. The essence of the study 
was, in so far as is practically possible, to stand in the shoes of the participants and reflect on their 
experiences from their perspective.   
Thematic analysis (Braun & Clarke, 2006) was considered, both initially and at one point 
during data collection, but ultimately not utilised for a number of reasons. They described thematic 
analysis as a flexible approach to qualitative data analysis, not tied to any pre-existing theoretical 
frameworks, enabling researchers to adopt essentialist/realist, constructionist, or contextualist 
approaches as deemed appropriate to the research question. However, on reflection, it was felt that 
the research question could be investigated more appropriately and effectively from adopting a 
traditional IPA perspective. Again, the central importance of the subjective lived experience of 
participants permeated all stages of research design and so the adoption of an IPA methodology 
was considered a better fit than thematic analysis.  
Discourse analysis was rejected due to its focus on the regulatory and constructionist 
function of the language used to describe experiences as opposed to the nature of the experiences 
themselves (Silverman, 2010). Narrative approaches were not utilised due to their primary focus 
on the content and structure of participants’ life stories (Cresswell, 2014). Grounded theory 
(Charmaz, 2002) aims to generate a plausible, useful theory of the phenomena that is grounded in 
the data (McLeod, 2001). Its potential utility as a methodological framework was rejected as the 
core aim of the study was to capture the lived experiences of participants rather than attempting to 
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develop a coherent theory that could account for their experiences. In addition, its use of theoretical 
sampling, where data continues to be collected in light of analysis of data already collected until 
no new themes emerged, contrasted with the planned purposive sampling technique adopted by 
the current study. The adoption of an IPA framework enabled detailed examination of individual 
experiences and the meaning that such individuals attach to their experiences (Shinebourne, 2011). 
It enabled a comprehensive understanding, initially on an individual level before progressing to a 
collective level, of participant experiences, the impact of such experiences, and the meaning 
generated.  
IPA has developed from three key areas of the philosophy of knowledge, phenomenology, 
hermeneutics and idiography, to provide researchers with a framework for understanding how 
individuals make sense of their personal and social worlds (Smith et al., 2012). IPA focuses 
primarily on the subjective meaning of lived experience rendering it fundamentally 
phenomenological in nature (Lyons & Coyle, 2007). Phenomenology is a philosophical approach, 
developed by Edmund Hussels, examining experience as a lived process, incorporating evolving 
perspective and meanings, that are unique to the individuals’ embodied and situated relationship 
within the world (Pietkiewicz & Smith, 2014). This can include individual thoughts, perceptions, 
memories, emotions and actions (Smith, 2013). From this perspective, science can be 
conceptualised as a second-order knowledge system that depends ultimately upon first-order 
personal experience (Smith et al., 2012). This subjective experience cannot be identified directly 
from the spoken word of the individual. Instead the researcher is required to engage in sustained, 
prolonged interaction with the spoken word through a process of interpretation (Smith, 1995).  
The second theoretical underpinning of IPA is hermeneutics – the study of interpretation. 
The genesis of the interpretative process can be charted through the contributions of Heidegger 
(1962), Merleau-Ponty (1962) and Sartre (1956), all prominent phenomenologists who fused 
hermeneutic principles and descriptive phenomenology (Smith et al., 2012). Heidegger (1962) 
built on Husserl’s phenomenological foundations by describing appearance as having a dual 
quality – on one level, visible meanings, while on another level, concealed or hidden meanings. 
He conceptualised both aspects of appearance as requiring attention during interpretation. He also 
proposed that individual experience be viewed in the context of an individual’s unique, embodied 
and involved relationship with the world, arguing that lived experience requires interpretation to 
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be understood, with interpretation enabling elucidation of concealed, hidden meaning (Heidegger, 
1962). 
On numerous levels within IPA studies, an important concept to reference is the 
hermeneutic circle. To make sense of any one part, it is necessary to consider it in the context of 
the whole – for example a single quote within a transcript. To understand the whole transcript, it 
is necessary to examine all the parts. This concept outlines the dynamic, non-linear, reiterative 
process of interpretation involved in IPA (Smith et al., 2012).  
Another important concept to reference within IPA is the double hermeneutic (Smith & 
Osborn, 2003). Fundamentally, analysis involves the researcher attempting to make sense of the 
participants’ utterances, which are themselves a participants’ attempt to make sense of their own 
experiences (Smith & Osborn, 2008). As the role of the researcher is central to this analytic process 
it is necessary for the researcher to be aware of their own preconceptions to minimise the impact 
of these on the interpretative process (Smith, 1996). 
The final theoretical underpinning in IPA is Idiography – the focus on the particular, the 
single case. It proposes that people can offer unique perspectives on their own experience of a 
phenomenon (Smith et al., 2012). Central to this is the in-depth analysis of individual cases prior 
to any attempt at generating general statements (Pietkiewicz & Smith, 2014). The benefit of an 
idiographic approach to data collection is the ability of the researcher to adopt flexibility, allowing 
participants to discuss aspects of their experiences that may not have been anticipated beforehand 
(Willig, 2008). A strength of IPA is the potential to discover novel constructs or associations that 
have not been incorporated into existing theories (Brocki & Wearden, 2006). IPA can enable 
researchers to learn about a phenomenon from those who have experienced it directly (Shaw, 
2001).  
As the current study aimed to explore, understand, learn from and capture how people with 
a history of homelessness and mental health difficulties engage in having their needs met, IPA can 
be considered an appropriate framework. The aim is to elucidate and outline the challenges that 
people who experience homelessness and mental health difficulties encounter, to explore the 




3.3.1 Semi-structured interviews 
The format and style of semi-structured interviews is suited to the collection of rich, 
meaningful data as it balances the need for structure with the freedom to follow the course of the 
participants’ discussion (Smith, 1995). Other data collection approaches utilised within IPA 
studies have included focus groups (Flowers, Duncan & Knussen, 2003), email (Murray & Rhodes, 
2005) and diaries (Boserman, 2009). The idiographic and flexible nature of semi-structured 
interview techniques were however considered most appropriate for data collection in the current 
study. They enable the researcher to examine in more depth certain topics that arise during the 
course of the interview, while also observing particular areas of priority and concern mentioned 
by participants (Smith & Dunworth, 2003) 
3.4 Sampling 
3.4.1 Method of sampling 
This study adopted a purposive homogenous approach to sampling. This involves the 
conscious selection of participants because they can offer an insight into the particular 
phenomenon being investigated (Smith et al., 2012, p. 49).  In the current study participants were 
selected on the condition that they had previously experienced homelessness and had a formal 
diagnosis of a severe and enduring mental health condition. 
3.4.2 Sample Size 
Ten participants were interviewed for the current study. While qualitative researchers have 
in the past included large numbers of participants in their studies, Smith and colleagues (2012) 
suggest a benefit in working with smaller sample sizes in capturing the essence of individual 
experiences. They have suggested a sample of between four and ten interviews as being sufficient 
for professional doctorate research projects (Smith et al., 2012). Other papers have suggested 
sample sizes of six to eight participants as appropriate within clinical psychology doctoral 
programmes (Turpin et al., 1997). 
3.4.3 Inclusion and Exclusion Criteria 
Individuals over the age of 18 who were at time of interview currently experiencing 
homelessness or were vulnerable housed, or had an extensive history of experiencing homelessness 
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or being vulnerably housed prior to sourcing longer-term supported accommodation were 
included. In addition, individuals had to be attending a specialist mental health service for people 
who had experienced homelessness to be included. Individuals were required to have a formally—
diagnosed Axis-I mental health difficulty (in line with service-based referral criteria) to be 
included. They also had to be in a position to provide informed consent in order to participate. 
Individuals who were deemed acutely unwell at time of potential participation, or who were 
considered incapable of providing informed consent to participate, were excluded from the 
research.   
3.5 Participants 
3.5.1 Recruitment 
Potential participants were recruited through a specialist adult mental health service for 
people who were experiencing homelessness, were vulnerably housed, or had an extensive history 
of being homeless or vulnerably housed but were now in longer-term supported accommodation 
in inner-city Dublin. The initial phase of recruitment involved the display of Recruitment Posters 
(Appendix A) around the service. The researcher also attended two of the monthly service user 
meetings held within the service, to talk to potential participants and answer any questions they 
may have in relation to potential participation. In addition, members of the multidisciplinary team 
(MDT) spoke with individuals accessing the service to explain the research question and ascertain 
interest in participation. Interested individuals were provided with an Information Sheet (Appendix 
B) which outlined the study in greater detail and provided with an opportunity to consider 
participation. Those still interested in participating, with support from the MDT, contacted the 
researcher to arrange participation.  
Participants were recruited to the study between July 2016 and December 2016. During 
this time ten participants were interviewed. Nine of these interviews were conducted in one sitting, 
with one interview being conducted over the course of two sessions. Given the limited amount of 
disseminated literature in relation to the subjective lived experiences of homeless people with 
severe and enduring mental health difficulties attempting to have their needs met, the aim of the 
research was not to draw conclusions representative of the wider population of homeless people 
with mental health difficulties, but rather to generate initial findings from a purposive sample 
representative of the population under investigation. 
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 3.5.2 Sample Characteristics  
Participants were eight males and two females between the ages of 29 and 66 years of age 











Table 3.1: Participant Demographic Information 
Participant 
Number 
Pseudonym Gender Age Service 
Entry (MH)  
Mental Health 
Diagnoses 
Housing Status (at time of 
Interview) 
Other Issues 
1 Harry Male 43 May 2015 Bipolar affective 
disorder 
Street Homeless since 2012 – 




2 Amy Female 29 June 2016 Paranoid 
schizophrenia 
Street homeless since April 2016 
– using emergency hostel system 
 









4 Paul  Male 51 January 2000 Paranoid 
schizophrenia 
Own flat - Supported 
accommodation  
 
5 David Male 45 June 2005 Paranoid 
schizophrenia 








Own flat – supported 
accommodation 
 
7 Donald Male 30 June 2013 Hebephrenic 
schizophrenia 
Street homeless since 2013 – not 
using emergency hostel system 
Polysubstance misuse 
8 John Male 66 June 1996 Paranoid 
schizophrenia 
Long-term occupancy in 
homeless hostel 
 
9 Aidan Male 51 July 2005 Paranoid 
schizophrenia 
Own flat – supported 
accommodation 
Intermittent cannabis use  
10 Gerald Male 53 July 2016 Paranoid 
schizophrenia 
Street homeless – using 






3.6.1. Data collection. 
Potential participants who met the study’s inclusion criteria and who had expressed an 
interest in participating in the study liaised with a member of the MDT to organise a suitable 
date and time to conduct the interviews. All interviews took place in a quiet room within the 
service from which participants were recruited.  
Prior to commencing data gathering, participants were provided with another copy of 
the Information Sheet (Appendix B) and offered the opportunity to ask any questions they had 
in relation to the study. Once any concerns had been explored, participants were invited to 
provide written consent by completing the Consent Form (Appendix C). At this stage, 
confidentiality and its limits were discussed with participants. Participants were also verbally 
informed of their right to withdraw, at any stage of participation, without fear of consequence. 
Permission was sought at this stage to record the interview using a Dictaphone.  
 3.6.2. Interview Schedule  
Interviews were conducted according to the interview schedule (Appendix D). The 
process of schedule creation was a dynamic, reiterative process involving reviewing extant 
literature, utilisation of research supervision, and reflection. This interview schedule was 
piloted on a small subset of the final sample (n=1). This enabled the researcher to become 
familiar with the interview schedule and to critically review this in relation to answering the 
research question, ensuring conversational flow, and providing space for participant 
exploration. Feedback from the pilot interview was incorporated into the interview schedule, 
with the phrasing of particular questions changed. The overall structure of the schedule 
remained unchanged following review within research supervision. During interviews, the 
schedule was not followed rigidly or formulaically but instead was used as a means to guide 
the participants’ process of reflection on the topics discussed.  
The researcher adopted an exploratory, conversational tone throughout the interview. 
At times the researcher probed to gather more detailed information to elucidate a richer, more 
insightful account of participants’ experiences. The researcher attempted to maintain flexibility 
throughout the interview process, following participants as they discussed topics explored 
during interview. Following completion of interviews, participants were provided with an 
opportunity to ask any questions they had in relation to the interview. Participants were also 
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provided with a Debriefing Sheet (Appendix E) in addition to receiving a verbal debrief from 
the researcher. Contact details for further support, if required, were provided in the Debriefing 
Sheet.   
All interviews, bar Interview 5, were recorded using a Dictaphone and transcribed 
verbatim for analysis. Interviews ranged in duration from 26 minutes 40 seconds to 74 minutes 
3 seconds (mean duration of 52 minutes). Participant 5 was unwilling to consent to having the 
interview recorded and so the researcher endeavoured to collect hand-written notes on 
participants’ responses to researcher questions. Following reflection and consultation with the 
research team, it was decided to exclude data from Interview 5 from analysis due to concerns 
around the validity of the hand-written responses collected by the researcher and the inability 
to generate an accurate transcript of the Interview that could be independently verified by an 
external auditor. Efforts were made by the researcher to contact Participant 5 in an effort to 
schedule a follow-up interview in the hope of obtaining consent to audio record the discussion 
however this did not prove possible within the timeframe of the study. This resulted in the 
study having a final sample of nine participants upon which to conduct analysis.  
Research memos and reflective notes were documented by the researcher throughout 
the research process (see Appendix F for extracts). These proved particularly useful prior to 
and following research interviews and were a useful tool to refer back to and explore during 
research supervision as well as during the latter stages of the study.  












Table 3.2: Participant Interview Information 
Pseudonym  Interview Duration Comment on Presentation During Interview 
Harry 68 minutes 26 
seconds 
Very emotional during conversation; Numerous breaks; 
Spoke at length about experiences  
Amy 56 minutes 5 seconds Quite angry during interview; Current stressors focus of 
attention 
Colm 32 minutes 8 seconds Minimal responses; Interview conducted over two 
sittings; Very reluctant to elaborate on responses; 
Guarded; Researcher quite uncomfortable during 
interview; Difficult to establish rapport 
Paul 54 minutes 43 
seconds 
Very talkative; Struggled to comprehend certain 
questions – required explaining;   
David 45 minutes Refusal to consent to audio recording; Spoke at length 
around extensive history of self-harm / suicide attempts; 
Quite reflective; Difficult to establish rapport 
Eimear 58 minutes 46 
seconds 
Very talkative; Reluctant to speak around experience of 
emergency hostels; Very guarded; Difficult to generate 
depth in relation to own experiences 
Donald  26 minutes 40 
seconds 
Highly distractible throughout interview; Restless; 
Required redirecting to question content; Recording 
researcher on own phone; Answers often unrelated to 
questions asked 
John 58 minutes 1 second Reminiscing about former staff; Speaking fondly around 
past; Primarily focused on own ageing over past MH / 
homeless experience 
Aidan 45 minutes 32 
seconds 
Self-reported significant difficulties with PTSD; 
Defensive initially but developed a rapport with 
researcher; Large emphasis on interpersonal dynamics 
Gerald 74 minutes 3 seconds Spoke about self at length; Quite grandiose throughout; 
At times appeared to be attempting to impress researcher 
in relation to business competence; Quite dominant 
 
3.7 Data Analysis  
Following completion of the transcription process, each interview transcript document 
was formatted in Microsoft Word in preparation for the IPA analytic process as outlined by 
Smith and colleagues (2012). This formatting involved the creation of three columns. The 
middle column contained the original transcript text. The left column was dedicated for the 
identification and recording of relevant emergent themes. The right column was dedicated to 
the documentation of exploratory comments. An example of this layout is contained in 
Appendix G. Exploratory comments included descriptive, linguistic and conceptual comments. 
37 
 
Differentiation of comment type was achieved by italicising linguistic comments, underlining 
conceptual comments and leaving descriptive comments in standard font, as per Smith and 
colleagues’ (2012) recommendations.  
 
IPA as a framework is a dynamic, reiterative process characterised by an inductive 
cycle. Analysis occurred over an extended period of time. Significant efforts were made by the 
researcher to become increasingly familiar with the data. This was achieved by listening to the 
audio recording while reading transcripts, allowing time for reflection, before re-engaging with 
















Familiarisation with the interview transcript: Listening to audio recordings, 
reading and re-reading of individual interview transcripts  
Identification of superordinate themes: A meta-analysis of various themes for 
all interviews takes place; Differences across participant experiences 
highlighted. Links between interviews developed. Overall superordinate 
themes developed across interview data.  
Initial coding: Free textual analysis of transcripts. Researcher identifies and 
comments on units of meaning in the text. Common clusters of meaning 
developed. Exploratory comments take the shape of 1) descriptive 
comments 2) linguistic comments and 3) conceptual comments 
Interpretative coding: Researcher performs a deeper analysis, applying 
psychological concepts and different interpretative lenses to the data. 
Identification of emergent themes: This stage sees the development of 
categories or emergent themes based on the researchers comments and 
initial notes of the interview sections. 
Identification of subordinate themes: Reflecting on analysis leads to the 
connection of emergent themes to form subordinate themes for each 
interview. An idiographic approach is taken where each interview is analysed 
and coded in detail before the next interview is analysed. The same process 
outlined above is followed with the other interviews 
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3.8 Research Trustworthiness and Credibility 
As recommended by Smith and colleagues (2012), this study utilised Yardley’s 
framework for establishing trustworthiness and credibility in qualitative methodologies 
(Yardley, 2000). This framework has been judged to provide a more advanced, pluralistic 
stance compared to traditional criteria (Smith et al., 2012). Research credibility was critically 
considered by the researcher within the following domains: (a) Sensitivity to context; (b) 
Commitment and rigour; (c) Transparency and Coherence; (d) Impact and importance 
 3.8.1 Sensitivity to Context 
The researcher demonstrated this at numerous points throughout the research process. 
Primarily, by engaging closely with relevant disseminated literature in relation to mental health 
difficulties among people experiencing homelessness. This was further demonstrated by the 
researchers’ commitment to becoming familiar with the central concepts intrinsic to IPA prior 
to the commencement of data collection. Such familiarisation enabled the researcher to 
approach the interview process with a greater confidence in generating data appropriate for 
analysis using IPA analytic procedures. Sensitivity to context was vital during the interview 
process, with acknowledgement of the socio-cultural context of participants considered 
important in establishing a rapport. The unfamiliarity of the researcher to participants, as well 
as age and in some cases gender differences were noted by the researcher and efforts made to 
mitigate the contribution of these variables. Sensitivity to context remained important during 
the analysis of collected data, with the researcher making significant efforts to ensure detailed 
idiographic analysis of interview data prior to collation of findings across interviews 
(Shinebourne, 2011). During write-up, the researcher attempted to contextualise all analytic 
claims through verbatim accounts provided by participants.   
 3.8.2 Commitment and Rigour 
The researcher attempted to demonstrate commitment to the research process by paying 
particular attention to ensure that participant anxiety in relation to participation was minimised. 
This involved the adoption of a friendly, encouraging approach to questioning. The researcher 
remained vigilant to participant needs throughout the data collection process. The researcher 
remained cognisant of the importance of commitment and rigour throughout the data analytic 
process, attempting to remain faithful to the recommended analytic process discussed 
previously. Ensuring appropriate time to become immersed in collected data prior to drawing 
definitive conclusions was a further effort at maintaining commitment and rigour. Academic 
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workshops attended by the researcher on qualitative research design and qualitative data 
analysis further contributed to this process.  Peer consultation with fellow researchers utilising 
IPA methodologies, and critical discussions within research supervision further promoted 
commitment and rigour throughout the project lifespan.  
 3.8.3 Transparency and Coherence 
This was primarily demonstrated through comprehensive description of the processes 
involved in data collection and data analysis, as well as the provision of specific extracts of the 
data analytic processes within this report (Appendix G). Fundamentally, the researcher 
attempted to ensure coherence between the epistemological foundations of IPA, the primary 
research question, and approaches to exploring the research question. In a further effort to 
ensure transparency and coherence, an independent audit of the data trail was carried out by a 
critical peer. This specifically examined the accuracy of audio transcriptions, the 
appropriateness of initial notes and emergent themes, as well as the suitability of final 
superordinate and subordinate themes as representative of original transcript data. Research 
supervision served as another forum through which transparency and coherence were 
addressed, with mini audits of the data throughout the analytic process conducted and discussed 
in depth. Reflective journaling throughout the project timeline enabled the researcher to 
document personal opinions, biases and motivations throughout the duration of the project. It 
also enabled the researcher to write critically in relation to the process of conducting research 
and proved a useful tool in the preparation of the final report.  
 3.8.4 Impact and Importance 
It is hoped that the current project will shine a light on the subjective lived experience 
of people who have experienced homelessness and severe and enduring mental illness, 
specifically in relation to the meaning attached to attempting to have their needs met by 
services. Given the perceived lack of relevant literature in the field it is hoped that the current 
research can address this imbalance and serve as a foundation upon which future research 
endeavours can be based in the effort to fully understand this phenomenon. As rates of 
homelessness continue to rise nationally, it is likely that community mental health teams will 
increasingly encounter adults within their catchment areas experiencing an acute homeless 
period while also experiencing mental health difficulties. This research can serve as a 
beginning to understanding what it is like, from the perspective of people accessing such 




Research utilising an IPA methodology can be conceptualised as a dynamic process, 
with the researcher tasked with remaining mindful and attempting to minimise the impact of 
their own role in the dual process of collecting and analysing data (Smith et al., 2012). The 
beliefs, assumptions and understandings adopted by a researcher can have a facilitative or 
inhibitory impact on the quality of IPA analysis (Smith, 2004) and play potential role in every 
stage of the research process (Berger, 2015). By explicitly acknowledging and documenting 
such tendencies, their respective contributions can hopefully be minimised during the data 
collection and analysis process. The researcher was very mindful of their role as a Trainee 
Clinical Psychologist, and the nascent competence associated in the field of complex mental 
health with such a role. In addition, the researcher was particularly mindful of the lack of 
professional experience with the homeless population, and as such any preconceptions 
regarding this population needed to be noted. Through research supervision during research 
design it was clear that the researcher considered the dual experience of mental health 
difficulties and homelessness to be doubly stigmatising for individuals. It was also considered 
that this population may be difficult to engage in detailed discussion, and that interviews may 
need to occur over a couple of sessions to ensure comprehensive data collection. The 
researchers’ own interest in the topic had been piqued by the increased media coverage of the 
homelessness ‘crisis’, both in their own city and nationally. This topic had resonated with the 
researcher who had developed an interest in conducting research with this population to 
generate reportable findings in relation to their experiences. The researchers’ curiosity into how 
individuals experiencing homelessness manage to cope with the stressors associated with such 
uncertain living situations may have influenced somewhat the researchers’ application of the 
IPA analytic process. As such, trustworthiness and credibility approaches outlined above were 
considered vital by the researcher in minimising the likely impact of such interests. It is worth 
noting that IPA does not categorically aim to portray a definitive, true reading of participant 
accounts, conceptualising analysis as a ‘co-construction between participant and analyst in that 
it emerges from the analysts’ engagement with the data in the form of the participants’ account’ 
(Osborn & Smith, 1998, p 67).  
3.10 Ethical Considerations 
Ethical approval for the current study was obtained from the mental health service 
through which the participants were recruited (see Appendix H).  
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 3.10.1 Informed Consent 
As outlined previously, informed consent was obtained from participants prior to 
commencement of data collection. This would initially have been addressed through the 
reading of the Information Sheet and completion of the Consent Form. In addition, verbal 
informed consent would have been obtained by the researcher. Key to this process was the 
opportunity for potential participants to ask any questions in relation to participation. The 
process of ongoing informed consent, and the right of participants to withdraw participation 
beyond the cessation of the interview was also discussed. The absence of any negative 
consequences in relation to withdrawal of consent was reinforced.  
 3.10.2 Confidentiality and Anonymity 
Participants were ensured that confidentiality and anonymity would be ensured through 
the allocation of a unique pseudonym to each participant, with only the primary researcher 
having access to the coding sheet documenting participant pseudonyms. Any identifying 
information regarding participants and named professionals were removed from transcripts. 
Limits to confidentiality in relation to maintaining safety of participants and others was 
outlined both in writing and verbally. Following each interview, the digital file was transferred 
onto an encrypted USB stick before being transferred to a password-protected computer, with 
audio files encrypted and password protected. Transcripts were reviewed solely by the primary 
researcher, with the exception of peer review for the purpose of conducting an independent 
audit of analysis. Segments of the transcripts were viewed within the supervisory relationship 
between researcher and supervisor.  
 3.10.3 Potential Distress 
The researcher was mindful of the potential for distress during data collection, as well 
as in the aftermath of participation. The researcher remained sensitive throughout interviewing, 
with vigilance for signs of emotional distress. Participants were offered the opportunity for 
breaks and to reschedule in the event of distress occurring. Following participation, participants 
were provided with a verbal debrief in addition to a written debriefing sheet. This sheet 
contained the contact details for further support following participation if required. This 
support was available within the host organisation and was available at short notice if required. 
It also contained the researchers’ contact details so that participant could contact the researcher 




This chapter has provided a comprehensive outline of the methodological design and 
procedures adopted. It has also discussed a range of relevant issues in qualitative research, such 
as Yardley’s criteria in relation to trustworthiness and credibility, researcher reflexivity, and 























Chapter Four: Results 
4.1 Introduction 
Following an extensive period of familiarisation with interview data (transcribing, 
reading, analysing, collating) a number of themes emerged from the nine interviews which 
were audio recorded. These themes will be conceptualised as stages in a journey and will be 
schematically represented as such. The following chapter will discuss these stages in detail. 
These stages were generated in an attempt to provide a coherent account regarding the key 
research question which was an attempt to explore the lived experiences of homeless people 
with severe mental illness attempting to have their needs met. Illustrative quotes will be 
supplied to provide the reader with an insight into the spoken word of participants while 
analytical comments will attempt to provide an account of the researchers’ interpretation of 
each theme. Direct quotes will be italicised, with the use of a sequence of three dots within 
these quotes indicating the removal of superfluous text. This is done in an effort to provide 
greater clarity around the meaning of the quote to maximise the readers’ ability to inhabit the 
participants’ world. The chapter will take the reader sequentially through each stage of the 
journey, with reflective boxes interspersed throughout the chapter. These boxes will provide 
the reader with an insight into the researcher’s own reflective accounts throughout the process.  
4.2   Overview of Research Findings 
Given the complex, multifaceted nature of the construct under investigation, in this case 
how homeless people with severe mental illness experience attempting to have their needs met, 
it was felt that a traditional table of superordinate and subordinate themes would not capture 
the dynamic nature of participant accounts within interview data. Rather, a dynamic, interactive 
schematic representation of stages of a journey was considered more appropriate. This 





Figure 4.1: Schematic Representation of Research Findings 
As can be seen in the figure above, interpretation of interview data led to the 
development of five stages on the journey to people having their needs met. Stage one, entitled 
‘Tough Beginnings – A Bumpy Start’ describes suboptimal experiences prior to becoming 
homeless that had had a significant impact on participants. These experiences could be 
conceptualised as being related to traumatic events, both in early childhood and throughout 
adulthood prior to homelessness, difficult relationships both in childhood and adulthood, and 
particular events experienced by participants that were internalised as significant losses. 
 
Stage One: Tough Beginnings – A Bumpy Start 
(a) Traumatic Previous Events 
(b) Difficult Relationships 
(c) Significant Losses  
Stage Two: Critical Events – Losing Control of the Wheel 
(a) Becoming Homeless 
(b) Associated Losses 
(c) Overwhelming Isolation / Inability to Cope 
Stage Three: Striving to Survive – Seeking Help to Share the Drive 
(a) Ongoing Disconnection 
(b) Seeking Night-Time Shelter 
(c) Engaging with mental Health Services  
Stage Four: Stabilising and Healing – Finding a Safe Road 
Together 
(a) Having a stable day base 
(b) Having a safe night base 
(c) Acceptance of MH Difficulties 
 
Stage Five: Growing – Retaking Control of the Wheel 
(a) Supported housing 
(b) Decreasing reliance on day base 































































Stage two, entitled ‘Critical Events – Losing Control of the Wheel’ explores 
participants’ experiences in relation to becoming homeless, considered in all participants’ 
narratives to be a key event in their narratives. For participants there were a range of associated 
occurrences that precipitated this critical event. Significant loss permeated this stage and will 
be discussed in detail in relation to participants’ interpretation of these associated occurrences 
as well as the critical event itself. In addition, a perceived inability to cope and a sense of 
isolation permeated participant narratives at this time and will be discussed throughout this 
stage.  
Stage three, entitled ‘Striving to Survive – Seeking Help to Share the Drive’ examines 
how participants began seeking the support they need to survive the challenges they were 
facing. These challenges related to ongoing disconnection from others, seeking a secure night-
time base to escape the danger of sleeping on the streets, and commencing engagement with 
mental health services in relation to mental health difficulties experienced by participants.    
Stage four, entitled ‘Stabilising and Healing – Finding a Safe Road Together’ explores 
participants’ perspectives on those factors that enabled movement from an existence focused 
on surviving from one day to the next to a consideration of future options and potential. Key 
issues to discuss through this stage will be the role of a stable day base in the form of the mental 
health day service, and its role in meaningful activities, reconnecting with others and 
facilitating mental health stabilisation and improvement. Another important issue to discuss 
will be the shift towards a more stable night base, and associated increases in safety and security 
for participants.  
The final stage to be discussed, entitled ‘Growing – Retaking Control of the Wheel’ 
examines how participants can possess a sense of agency and self-determination again. 
Interesting aspects to be discussed will be the move towards supported accommodation, 
decreased reliance on the mental health service day centre, the development of future goals and 
increased interpersonal connections. 
The schematic representation outlined and illustrated above is a dynamic model, with 
the concept of ‘Ongoing Trauma’ of importance throughout all stages of the journey. This 
potential threat to journey progression is prevalent throughout interviews and will be discussed 
in detail and conceptualised as a threat to participant recovery. Similarly, the concept of 
‘Individual Resilience’ was also important throughout interviews and will serve as an 
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interesting counterpoint to ‘Ongoing Trauma’, with its role as a potential facilitator of recovery 
discussed throughout this chapter.  
4.3 Stage One: Tough Beginnings – A Bumpy Start 
Despite the focus of the study being on participants’ entry into homelessness and their 
adjustment and progression through same within the context of their own mental illness, a 
number of participants spoke at length around significant events or problematic interpersonal 
dynamics that predated homelessness. These events had on some level been internalised by 
participants as key moments within their life story and examination of their comments within 
the context of their stories highlights the significant meaning attached to these events. These 
can be conceptualised as the tough beginnings of peoples’ journeys, initial bumps on the road 
which, while different for each person, represented significant challenges prior to becoming 
homeless.  
4.3.1 Traumatic Previous Events 
A common thread throughout people’s stories was the experience of traumatic events 
prior to homelessness. The following section will describe these events, initially outlining 
adverse childhood events before also discussing traumatic events participants experienced 
during adolescence and adulthood.  
During Harry’s interview he made reference to how he ‘was kidnapped twice when I 
was a boy’. Harry grew up the son of a socialist politician in a European country and his 
childhood narrative was permeated by threats to his own wellbeing, culminated by his brief 
description of being ‘kidnapped’ twice during his childhood. A sense of the family system at 
this time is further provided by his account of paternal attempts at providing protection during 
childhood: 
 ‘My father had these drills, survival drills’ 
The success of Harry’s childhood as being linked in some way to surviving serious 
threats to his own safety illustrates the level of stress that he grew up in, with a constant need 
for vigilance and use of survival strategies providing an image of living under constant threat.  
Aidan’s experiences of childhood trauma were primarily associated with figures within 
the family home. For Aidan, the recollection of childhood trauma came later as an adult:  
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‘the biggest knock was realising that as a kid I didn’t have a normal childhood…I was 
studying in college two days a week and…  it came up, signs of abuse in children you... 
Signs of children being abused. And I went one, two, three, four, five… all these things 
happened to me’ 
Such a recall of childhood trauma at the hands of his parents was extremely challenging 
for Aidan. His description of ticking items off a list and the gradual realisation of the extent of 
his experiences was extremely stressful for him. This stress led to ‘anger against my parents 
over what happened at home’, an understandable reaction to the recall of traumatic events. 
Aidan continued to seek answers from his parents, however they were not particularly 
forthcoming in assisting him with his investigations:  
‘I was talking to my parents and I was saying what happened when I was a child… and 
they wouldn’t really tell me at all’ 
Without his parents providing support to facilitate the recall of these childhood 
experiences, Aidan resorted to alternative strategies to resurface repressed memories: 
‘I started smoking hash thinking the more that I smoked the more I would remember. 
And by God did I remember you know’ 
While an understandable attempt at facilitating recall of past events, the impact of drug 
use, specifically in this instance marijuana, on mental health stability has been well documented 
and is likely to have played a role in the development of Aidan’s own mental health difficulties.  
There was a real sense of sadness attached to his ability to make sense of these adverse 
childhood experiences, with a real sense of Aidan viewing his child self as an innocent victim 
within an abusive parent-child relationship: 
‘as a child I wondered why it was happening to me, what had I done wrong, whereas I 
didn’t do anything wrong I just happened to be the middle child in a family and just 
they took it out on me’ 
This realisation captures the inner turmoil that young people experience when suffering 
abuse. The search for a reason underpinning the abusive behaviour was initially director 
inwards, before realising in adulthood that it was not specifically related to any behaviour of 
his own. While being able to relate this on a rationale level is one thing, the emotional impact 
and associated impact on identity formation cannot be ignored.  
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Donald described an occasion where, a couple of years after coming to Ireland as a 
teenager, he was the victim of an unprovoked assault:  
‘I got stabbed as well in [removed town name]… I was just walking going home from 
[removed town name]… and somebody slashed me with a knife’ 
While Donald downplayed the impact of this event, focusing solely on the physical 
outcome of the assault in the form of a scar, this must have been a terrifying experience for a 
young adolescent who had only recently moved to Ireland from sub-Saharan Africa. Donald’s 
attempt at making sense of this and other events was to view himself as lucky or fortunate, as 
captured by the following quote:  
‘I was lucky to be alive anyway. So I have cheated death so many times. I have been in 
a bus crash as well in Africa’ 
A counterpoint to this view of the self as fortunate was provided by Harry, who 
appeared to ascribe his own experience of negative events to external factors: 
‘I had no intention of getting married because of that curse. Since a youngster I had 
this idea to not make boys… or daughters to kill the stupid curse’ 
Traumatic events were not solely limited to childhood. As an adult, Harry had 
experienced the sudden death of two peers in the army, one of whom Harry witnessed dying 
gruesomely: 
‘One of them died terribly…my friend was in the gun tower and the stupid tank it 
couldn’t it just rolled on him and it cut him in half’ 
Similar to Harry, Aidan had spent time in the army and had experienced ongoing threats 
to his own personal safety throughout his time there and beyond: 
‘I nearly got killed a few times you know when I was with the army and in England you
   know’ 
4.3.2 Difficult Relationships 
In addition to descriptions of traumatic life experiences prior to homelessness, 
participants outlined a range of challenging relationships that had left an impression on them. 
Aidan captured this when reflecting on the role of interpersonal relationships, which was a 
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recurring theme in how he made sense of his experiences, specifically in relation to significant 
female relationships: 
‘A lot of things revolve around relationships… It relates to my own relationships with 
the nuns in the convent for one and my mother as well’ 
The impact of these relationships continued to play out in his intimate relationships 
with females as an adult: 
‘The new girlfriend was himming and hawing, oh I want you, I don’t want you, you 
know… She didn’t want me there [the UK]’ 
These problematic female relationships persisted from childhood through adulthood 
and remained a significant barrier to Aidan’s ability to develop and maintain a stable 
relationship with a person of the opposite sex.  
For Harry, a difficult relationship with his father featured throughout his own narrative: 
‘I was around 17… there was too much shit and my father found out and went mad… 
He only beat me twice… And that was one of the times’ 
The origins of Harry’s conflictual relationship with his father became apparent later on 
in the interview, when Harry referred back to a decision his father made in relation to Harry’s 
schooling: 
‘My father… he was like an idealist, he decided to take me out of private school and 
put me in the public system because he wanted me to know the real people. This bullshit’ 
In the context of Harry’s fathers’ political views, and the experiences outlined 
previously where Harry had been kidnapped as a child, it was clear that he harboured significant 
anger towards his father and attributed responsibility for a number of negative experiences to 
decisions taken by his father.  
Following the death of his father, Harry’s relationship with his brother and his mother 
broke down and he ceased contact with family members. Again, underlying anger appeared to 
play a role in this decision: 
‘Six years after my father died… we had a company… and… they fuckin managed to 
destroy this company. I didn’t know… But by then the money was gone… and I stopped 
talking to them’ 
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This time Harry’s anger appeared to be attributed to his family’s inability to protect his 
fathers’ legacy. Underlying resentment towards his brother in relation to his fathers’ death also 
appeared to play a role:  
‘I don’t speak with him. My brother was three metres from him, he couldn’t hear his 
own father crying for help’ 
It appeared that Harry blamed his brother for not being of assistance to his father on the 
night of his death. In relation to the death of his father, and the perceived destruction of his 
fathers’ legacy, Harry was absent at the time due to military service. He attributed blame 
externally towards family members and did not express any personal regret directed internally 
in relation to those events.  
Amy also described a childhood rife with threats to safety however for her the potential 
threat was not an unknown figure but was also somebody well known to her:  
 ‘My dad was beating us a lot all our lives’ 
She described repeated, extended physical abuse at the hands of her father who 
appeared to adopt an authoritarian approach to parenting. Amy grew up in a European country 
which experienced significant war during her early childhood, and it is the impact of this on 
her father which she attributed as a driver of his behaviour towards her:  
‘I never was aware that part of them died after war, a part which didn’t die in me’ 
What Amy suggested through this quote was that it was the compassionate and caring 
aspect of her fathers’ personality which had suffered as a consequence of experiencing war. 
She attributed her young age at this time as a possible reason why that bit had not similarly 
perished at the time.  
For Eimear, the origins of her own interpersonal difficulties were traced right back to 
her early childhood. She recalled occasions during primary school where her attempts to 
connect with others proved problematic, even with relatives: 
‘My sister and cousins were in the same school… they would be playing together and I 
would come over and they wouldn’t really interact with me so I used to feel like you 
know… not wanted… all these sort of feelings would go through my mind’ 
For Eimear, the origins of her experience of social anxiety as a woman in her 30s could 
be traced back to these early memories that illustrate the degree to which she felt that she did 
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not fit in. This feeling of not belonging was internalised by Eimear at an early age and continued 
to impact her ability to socialise in adulthood.  
4.3.3 Significant Losses 
A number of participants outlined significant losses they experienced in the time period 
prior to becoming homeless. This section does not discuss those associated losses that 
accompanied people’s entry into homelessness as this is discussed in future sections. Instead 
these losses relate to significant losses participants experienced during a time period where 
they were stably housed and not at risk of becoming homeless as they are considered 
qualitatively different to those later associated losses.  
For John, a significant loss he experienced as a child was the sudden loss of his mother 
who died giving birth to his younger sibling: 
‘My mother passed away when I was three years of age’ 
Another significant loss experienced by John was the loss of the potential to have 
children. He had been experiencing some physical discomfort and had been scheduled for 
exploratory surgery to investigate further: 
‘He told me after… the strings in the testicles weren’t matured… so they took them out 
totally’ 
For John, not only did this surgery prohibit him from having children of his own, he 
also described how it also prevented him from getting married, which from his perspective 
prohibited him from caring for his father in his later years: 
‘It’s the only regret that I have that I wasn’t able to provide him with a little wife to 
take care of him in his elder years’ 
Eimear’s interview outlined the impact of employment loss and its associated impact 
on wellbeing: 
‘They said… that they were going to let me go because they felt that my work was not 
up to standard’ 
While her loss of a job did not directly precipitate entry to homelessness, it could be 
conceptualised as a significant loss in the couple of years preceding the loss of her home. The 
loss of a job signified a number of associated losses, included loss of financial means, loss of 
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daily structure and loss of purpose. All of these are considered contributory factors to the 
development and maintenance of mental health difficulties.  
Harry described how the loss of a house can signify so much more than a place to live:  
‘I have lost so many things about ten years ago… I had a family house full of things, 
memories… Thousands… Things that my mam collected all her life… and somebody 
put fire to our house’ 
Reflective Box 
I was particularly taken by the degree to which a number of participants spoke about sub-
optimal experiences prior to entering homelessness. While initially planning the research I 
had considered exploring trauma as a central concept however moved away from this idea 
due to ethical concerns. Despite this, participants repeatedly referred back to early 
experiences when discussing their present circumstances. It is as if to ignore their pre-
homeless narrative is to fail to capture the essence of the person. At the same time, I was 
struck by those participants who made no reference to their lives prior to becoming 
homelessness. It was these people whose interviews I struggled with during analysis, who 
interpersonally during interview I found hard to develop a rapport with, and who I came 
away from feeling unsure as to the degree to which I had accessed their experiences in 
adequate depth. 
 
4.4 Stage Two: Critical Events – Losing Control of the Wheel 
This stage outlines the circumstances surrounding participants’ experiences of 
becoming homeless. While becoming homeless was a common event between participants, the 
sequelae of associated challenges and the internalised experience of this process contained 
between-participant differences. The image of a car crashing off course with the driver losing 
control of the wheel appears to be an apt simile for participants’ experience of losing their 
home. This stage contains three inter-related subsections: Becoming Homeless, Associated 
Losses, and Overwhelmed and Isolated.   
4.4.1 Becoming Homeless 
For Harry, entry into homelessness occurred suddenly and involved him having to leave 
his own home out of concern for his own personal safety. His homeless entry can be 
conceptualised as a flee response to a significant threat at the time: 
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‘A drug dealer from [town name removed], my ex-wife had deals with them… they stole 
from me €16,000 and they tried to kill me… so I ran way. I ran away to a shop and I 
called the Gardai… I ran here to [city name] and… I was hiding in a place… for one 
year’ 
For Harry, the focus on a perceived immediate threat to his safety somewhat reduced 
the impact of losing his home as avoiding dangerous others became the focus of his day-to-day 
survival. This may have served an adaptive function in adjusting to the loss of his home.  
Similarly, Amy’s entry into homelessness can also be considered an attempt to ensure 
personal safety in response to perceived threats. In this instance, the threat was in relation to 
her own family with whom she was living at the time:  
‘the reason why I became homeless is because of my dad tried to kill and then I became 
over stressed about the situation and situations before just it was the last straw for me’ 
There are two interrelated points of interest in Amy’s description above. Not only was 
there a significant threat to her immediate safety which can be considered a critical event, she 
also manages to capture the cumulative effect of other previous stressors which taken together 
resulted in her being unable to remain in the family home leading her to present as homeless. 
Similar to Harry, this focus on threat avoidance may have been an adaptive coping attempt at 
the time to reduce the distress associated with becoming homeless. In fact, later in the interview 
Amy reflected on how she considered this decision a positive one:  
‘it was a smart decision to become homeless and go in the city’  
For Aidan, becoming homeless also represented an active choice. For him, the 
breakdown of a relationship in the UK had precipitated an urge to return home. Having 
considered his options, he knowingly returned to Dublin and presented as homeless upon his 
arrival: 
‘I was homeless when I got off the boat… I had written to Focus from England… they 
said to me… things were very bad here and they advised me not to come home’ 
This captures the multiple meanings of home, while home is primarily a physical 
structure, his relationship in the UK could also be conceptualised as a type of home the 
exploration of a new home, with the loss of that home prompting a return to Dublin, his home 
in another sense, in the absence of a physical structure to call home.  
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Not all participants experienced their entry into homelessness as being a choice. For 
Colm, he attributed this process to the behaviour of a romantic partner at the time: 
‘There was a lot of antisocial behaviour coming from my ex, she had stolen a sum of 
money from me… I was made homeless by her actions’ 
He then proceeded to outline his attempts at avoiding becoming homeless, capturing 
the gradual entry into homelessness that is experienced by many when financial means become 
exhausted: 
‘I had a bit of money saved so for a while I was ok but then after that I had to register 
and I found it tough you know’ 
Rather than a sudden event, in this instance homeless entry was due to a gradual 
dwindling of available resources and most likely represented a last resort for Colm, an 
unavoidable consequence of a plethora of difficulties he was experiencing around the time.  
Gerald’s experience represented a type of fusion between Aidan’s and Colm’s 
experiences. Similar to Aidan, Gerald’s journey to Ireland was a choice that he made however 
his intention was not to voluntarily become homeless. Instead, similar to Colm, he described a 
gradual entry into homelessness as a result of a dwindling of available financial resources: 
‘I came here to try and get some screenplays that I had written into production… I 
started off in a backpackers’ hostel and eventually the money just ran out… I was 
determined to hang on… so I just decided I was just going to hang on in there’ 
The image of Gerald hanging in there is quite a striking one, hoping desperately to get 
his creations into production, attempting to find a balance between maintaining professional 
hope and minimising personal distress associated with decreasing financial resources. 
Ultimately for Gerald, his finances ran out prior to commissioning any of his projects and he 
became homeless.  
For some, homeless entry occurred more suddenly from their perspective. As Eimear 
described:  
‘I ended up homeless on the street… I was evicted from my bedsit… I would go off down 
the country and spend all my money… by the time I came back and had to pay rent I 
had little to give him… it happened a few times so the landlord just got fed up and 
kicked me out’ 
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The image of being kicked out is quite a sudden and striking one, and yet what is 
apparent from Eimear’s narrative is again the cumulative impact of repeated events leading to 
housing loss. The landlord reacted following numerous occurrences of rent difficulties not in 
response to a single event. Her abdication of responsibility in relation to meeting her rent 
requirements of the time was surprising given her age and demeanour throughout interview.   
For John, homelessness occurred following the refusal of a landlord to renew a lease. 
John had been supported to source a private rental following discharge from an inpatient 
facility where he had been receiving support in relation to mental health difficulties. A year on, 
the landlord had refused to renew the lease as, from John’s perspective, he had no interest in 
getting married: 
‘The landlord…said have you any sign of getting married? And I had problems enough 
without thinking of getting married… I said no and he said you’re nearly a year in the 
flat now I don’t think I’m going to renew the lease and that was it… terrible, terrible… 
I was after furnishing my own little flat…. 
Unable to source any alternative accommodation within the locality John was 
encouraged to present at a homeless hostel in Dublin. For John, this was a further reminder of 
earlier trauma in relation to his inability to father children as he had internalised this as a barrier 
to ever marrying. Not only had the surgery cost him the possibility of having a family, from 
his perspective, it had also, years later, resulted in him losing his home.    
4.4.2 Associated Losses 
While the primary focus of participant narratives at this stage focused on their entry 
into homelessness, associated losses were noted throughout and merit commentary. For Harry, 
the critical stress he was experiencing resulted in him losing control over his behaviour:  
‘One day I drink so much… I just went crazy… provoking people… I almost killed 
myself in a fight… together with a lot of stress and things that happened it caused me a 
breakdown and I tried to kill myself for the twelfth time’ 
Harry captures the essence here of how the loss of his home was not an independent 
event. His efforts to survive as discussed previously contrast somewhat with his self-destructive 
behaviour described above. This aggression directed both inward and outward demonstrates 
the conflict he was experiencing around this time.  
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In addition to the loss of a home, the lack of a job and access to financial resources can 
lead to difficulty leading a self-determined life, illustrated by Amy: 
‘when you are working and having a place where you are living you are deciding what 
to  do’ 
For her, she was living the opposite when she became homeless. Despite describing it 
as a positive choice above, she described negative consequences of the decision in relation to 
autonomy and agency.  
Eimear further develops this point, outlining the wide-reaching consequences of 
becoming homeless in her experience:  
‘It was pretty bad… I had lost everything… I had no job and I was struggling anyway… 
I had rent allowance… it all just stopped on me once I got evicted’ 
Not only had Eimear lost the place she considered home, she had recently lost her job. 
While she had been provided with rent allowance to assist her, her inability to meet her 
financial obligations resulted in her losing her home. Becoming homeless, she was then unable 
to continue receiving any social welfare due to her lack of a fixed address. This highlights how 
becoming homeless is not a single factor event, rather it is an outcome with far-reaching 
consequences in terms of financial entitlements, agency and self-determination.  
4.4.3 Overwhelmed / Isolated 
A number of participants described the associated ‘social isolation’ (Aidan) 
experienced around this time. An image of isolation, disconnection and a perceived inability to 
cope in the face of overwhelming stressors permeated participant narratives. 
‘at that stage I wasn’t talking to any of my family… you’re on the streets and you have 
nowhere to go and you don’t want to burden your family…. Your whole life is destroyed 
all of a sudden… One minute you are working and you have great friends… going on 
holidays… then all of a sudden it vanishes’                              (Eimear)                                             
            
‘I was homeless… all alone… I bought a tent and I just went to camp over there… I 
stayed there for like one week, one month not even speaking to anyone… I had lost 
everything I didn’t speak with almost anyone’                                                    (Harry) 
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What the above quotes illustrate is the extent to which participants’ available supports 
in terms of other people were absent. These people all felt disconnected and had nobody to turn 
to during their struggles adapting to homelessness. At this point they were completely 
overwhelmed and unsure how to tackle the challenges they were facing. It is at this point that 
participants were at their lowest ebb in their journey, and progression to Stage Three outlines 
their adjustment to becoming homeless and associated challenges. 
4.5 Stage Three: Striving to Survive – Seeking Help to Share the Drive 
This stage involved participants’ descriptions of adjusting to the critical event of 
becoming homeless and associated losses to making a concerted effort to improve their current 
situation. This stage involves three inter-related strands which will each be discussed in turn: 
Ongoing Disconnection; Seeking Night-time Shelter; Engaging with Mental Health Services. 
4.5.1 Ongoing Disconnection 
Ongoing disconnection and isolation was a feature of narratives throughout this stage 
of the process. For Amy, adjustment to becoming homeless involved exposure to perceived 
non-relatable peers:  
‘I think these people who are homeless, I am also homeless but also I am not like them’ 
It may have been that this perceived difference served an adaptive function for Amy, 
as it came up throughout her narrative. The perception of others as worse off, and her view of 
her own journey to homelessness as a choice, may have served a protective function throughout 
this transition period.  
For Eimear, this difficulty forming connections impacted her ability to engage in 
recreational and occupational activities outside the day centre. She described an increasing 
pressure culminating in an inability to sustain engagement:  
‘I find it hard if I go on a course and socialise… I feel totally… not a part of the group. 
I just want to run and I want to escape and I feel so much pressure… it’s just so hard’ 
For Eimear, this feeling of being different served as a barrier to successfully sustaining 
course attendance. Despite feeling capable of engaging with course materials, it was the 
difficulties she experienced in the social capacity of course attendance that ultimately 
prohibited her from completing the course.  
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Challenges at connecting also occurred in relation to people’s experiences with similar 
peers. For Paul, even though he was regularly in contact with others through service 
engagement, he captured the ongoing distance that can remain despite frequent exposure:  
‘You can come in here and everybody’s friendly, but no-one is really your friend. I don’t 
think I have a friend in here’  
Paul’s comments related to his attendance at the mental health day centre for people 
experiencing homelessness. Despite sharing similar characteristics and experiences with 
attendees, relationship formation remained an ongoing issue and highlights the barriers that 
people experience in attempting to develop new meaningful relationships when experiencing 
homelessness.  
In addition to feeling different from others, the loneliness experienced as a consequence 
of this ongoing disconnection was described well by Amy:  
 ‘I feel terribly lonely. I am extremely lonely. It’s gross’ 
Her emphasis on the word ‘gross’ captures the sheer magnitude of her disconnection. 
The perceived absence of peer and family support had led to a comprehensive and 
overwhelming experience of disconnection.   
Gerald’s narrative described the difficulty experienced by homeless people actively 
striving to survive homelessness while simultaneously feeling completely disconnected. He 
captures the conflict people experience in such situations:  
‘You get into this kind of mentality… you feel isolated. Even though you might be… 
trying to make contact with people and trying to impress people’ 
Gerald captures the acute difficulty of attempting to connect with other people while at 
the same time feeling completely isolated. This cycle of thought focusing on isolation not only 
increased his experience of isolation but also prevented him from managing to develop new 
relationships.  
4.5.2 Seeking Night-Time Shelter 
All participants spoke about the need to find safe shelter at night-time having become 
homeless. Participants outlined a range of attempts to source safe night-time shelter while also 
describing a number of barriers to feeling safe despite these attempts.  
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Participants spoke about their use of the emergency hostel situation. This involved 
phoning a Freephone number each day and being allocated a bed in a hostel for the night, a 
process described by Colm as ‘a lottery’ due to ‘a shortage of beds’. Amy outlined the 
perceived disadvantages of this system: 
‘the system is like this actually they are tiring us… keeping us not to be capable to do 
anything… you are walking around with your stuff and then you are getting a bed at 
half ten and then you are waking at seven… most are not showering because they are 
too tired and because they are not showering they are being isolated. It goes in a circle’ 
Amy captures the ongoing difficulties encountered in the emergency hostel system. She 
describes how the system maintains people’s inabilities to engage in meaningful recovery by 
exacerbating the tiredness and stress associated with ongoing homelessness. Colm had been 
accessing this system for a number of years and described them as ‘fairly horrific, very rough’ 
leading to users feeling ‘quite small, quite vulnerable’. To access night-time shelter and be left 
feeling a sense of vulnerability must be incredibly challenging for participants. For Harry, his 
use of the emergency hostel system was tainted by difficulties with others using the system:  
‘I stop because every time I was unlucky… I had problems there with the junkies. And 
they are always there… Just leave me alone’ 
Despite the perceived difficulties with the emergency hostel system, it remained 
preferable to sleeping rough on the streets. Amy outlined the dangers associated with sleeping 
on the streets:  
‘Security matters when you are sleeping outside when you get a sleeping bag as a 
woman looking like me it is not safe at all… the fear of being raped is a serious threat’ 
Safety on the streets wasn’t solely a concern for female participants however, with 
Colm describing nights on the streets where he was ‘trying to find somewhere safe’, a point 
echoed by Aidan:  
‘it’s always on your mind, whether it is safe or not’ 
This preoccupation with safety, among individuals who are experiencing homelessness 
while also experiencing mental health difficulties, must be incredibly challenging and risks 
exacerbating underlying mental health conditions. 
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Gerald focused on sourcing safe places to rest if there were times he was unable to 
source emergency hostel accommodation: 
‘What I managed to do was find places so I wasn’t really on the pavements. I was in 
basements and fire escapes of buildings’ 
There were however occasions where this proved impossible for Gerald. Rather than 
risk sleeping in an unsafe location, he would spend the night walking the streets:  
‘When I couldn’t find anywhere to sleep I wouldn’t sleep I would just walk around 
rather than put my head on a pavement… too cold, too uncomfortable, too vulnerable… 
but you are still exhausted and it takes a mental toll’ 
For Gerald, safety concerns prohibited him sleeping on nights where he was unable to 
find a secure location. His use of the word exhausted, and the image of the mental toll it takes, 
is quite striking. It paints a picture of just how challenging it is surviving the nights on the 
streets. 
For Eimear, her experience of sleeping on the streets was different. She initially spent 
three nights sleeping rough before sourcing emergency accommodation in a hotel:  
‘I never thought of my safety at all… I was just trying to get myself off the streets’ 
It is interesting that the denial of safety concerns at the time may have served an 
adaptive function for Eimear as to consciously attend to safety concerns may have resulted in 
her feeling unable to cope.  
4.5.3 Engaging with Mental Health Services 
Another aspect of participant narratives during this stage focused on individuals’ 
decision to access support in relation to mental health difficulties they were experiencing. For 
some participants, their entry to the specialist mental health service for homeless people came 
from a community mental health team they accessed initially:  
‘I knocked on the door in an emergency and I say i want to see a doctor because I need 
help… I had no further address to be followed up by a consultant… so the solution it 
was to come here’ (Harry) 
This quote illustrates how some participants actively sought out mental health support, 
initially through traditional community mental health teams or local GP’s. Their help-seeking 
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enabled them to commence accessing supports in relation to ongoing difficulties. Given their 
lack of a stable residential address, they were ultimately referred into the specialist service for 
follow-up.  
For others, service entry appeared linked to the Assertive Outreach model of service 
provision provided by the specialist mental health team: 
 ‘I kept going down and they happened to have OT’s there from [Service Name] and 
they said… would you like to attend it… instead of hanging around the streets… so 
that’s how I ended up coming’ (Eimear) 
The above quote illustrates how professionals operate on an assertive outreach basis to 
provide support in relation to mental health difficulties experienced by the homeless 
population. For people struggling with mental health difficulties, this assertive approach served 
as an impetus to commence service engagement and amelioration of experienced mental health 
difficulties.  
The importance of accessing this support was captured by Gerald when describing the 
impact that his mental health difficulties had on his ability to cope with ongoing 
accommodation-related stressors:  
‘It just compounds all of the problems. It makes everything 20 percent more difficult 
and its already 110 percent difficult’ 
4.6   Stage Four: Stabilising and Healing – Finding a Safe Road Together 
Having commenced service engagement and identified strategies in relation to 
surviving sleeping rough, participants shifted into a new stage in their journey. This stage 
focused on stabilisation, not just of ongoing mental health difficulties but also stabilisation of 
participants’ current living situation enabling a shift in process towards healing.   
4.6.1 The Multiple Functions of the Safe Day Base 
‘This is like a sanctuary I would say, a jewel. This is definitely the best thing… it is like 
an oasis in the middle of the desert… a paradise in the middle of all the madness’ 
(Harry) 
‘When I come in here I think of it like an outpost… then I go somewhere else, and 




The above quotes capture some of the striking imagery contained in participant 
narratives when describing the mental health day centre. The analogy of a headquarter space is 
an apt one, when consideration is given to the multiple needs the centre provided for in people’s 
lives.  
It was clear from all participants that the mental health service played a key role in 
peoples’ illness narratives. Participants spoke at length in relation to factors that influenced 
their attendance at the mental health service. For some, the day centre was an alternative to 
spending the day wandering the streets. For others, the day centre was a location through which 
numerous needs could be met, for example a place to complete personal care tasks, a place to 
eat, or a place to relax and recharge after a stressful night on the streets or in a shared emergency 
hostel room. As Colm described:  
‘It puts a good structure on my day… I have somewhere to go rather than walking the 
streets… it’s somewhere to go get your meals and talk to staff and get your medication 
and get involved in stuff’ 
The service is more than a mere location, it is a space where people can have activities 
to participate in, and provides a reasonable alternative to roaming the streets during the 
daytime. In addition, for Colm it served as a more attractive place to complete personal care 
tasks than in the emergency hostels: 
‘I quite regularly take showers here and change my clothes and try keep spruced up a 
bit… I do them here because in the hostel there is a lot of people’ 
For Colm, the service provided a level of privacy above that available within emergency 
hostels and so was considered a more desirable location to complete personal care tasks. 
Amy described on a human level the benefit associated with engaging with the service:  
‘After longer here I can see my anxiety is slowly releasing me in the outside world and 
here I feel really comfortable… I feel as a normal human considering I am homeless 
and I don’t have a job’ 
Her experience of finding it less arduous interacting with peers within the mental health 
service was echoed by Eimear:  
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‘If I have mental issues it is good to hang around with people with mental issues… I 
don’t seem to suffer the social anxiety as much when I am mixed with these people… I 
am much more relaxed and calm and can interact much better’ 
The importance of a space like the mental health service, and its role in assisting people 
in feeling comfortable and normal in spite of challenges experienced on a daily basis cannot be 
underestimated.  
For some, the service was a location to have their mental health needs met. Primarily 
this was met through acceptance of administered medication, however other users also spoke 
at length around various allied health professionals available to provide support.  
The social worker played a vital role in ensuring that people had access to financial 
entitlements. Some people required assistance with paperwork while others were unaware of 
their rights. 
The OT’s tended to be the gatekeepers for recreational and occupational activities 
within the service. Participants described how meeting with the OT’s and developing a regular 
routine of activities was important. It appears that in the early stages of service engagement, 
participants were heavily reliant on staff support to develop a range of activities. As people 
progressed through the service, the central role of the OT’s in developing that range of activities 
shifted, with people more capable of identifying external supports and activities.  
The ability of staff within the service to meet people where they are at on a given day 
was highlighted by Amy: 
‘If you want to socialise there are socialising group… if you want your aloneness and 
to be on your own they just leave you to be on your own’ 
Not only did staff play an important role in flexibly meeting people’s needs, they also 
encouraged reflection among service users around the impact of their behaviour on their 
wellbeing, promoting space and time to recharge while accessing the service.  
‘they helped me to see that I am self, punishing myself in things like not allowing myself 
to relax, not allowing myself to be, to have a rest as a normal person’ 
Harry described the vital role that the service plays in his life:  
 ‘It is the only place that I speak with people. And here I open, I get more extroverted 
because I think everybody here is on the same level’ 
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 ‘It is the small things they make for us it makes our day. Respect. It transmits to us self-
respect. That is what we need’ (Harry) 
4.6.2 Having a Safe Night Base  
One of the benefits of engaging with the mental health service was the provision of 
social work support to source more longer-term stability in terms of night-time 
accommodation. For Colm, the support of the social worker had enabled him to move from 
emergency hostel accommodation sourced nightly to:  
‘a six month bed… in a shared room… if it wasn’t for her I don’t think I would have 
got that. I’d still be on the Freephone number’ 
Despite having sourced short-term stability, there remained inherent recovery threats 
encountered from sharing spaces with other individuals experiencing similar difficulties: 
‘Just keeping your sanity… It’s a challenge… The other guy that was in the room was 
on heroin… it was really horrific to be around… in a homeless situation you are open 
to all sorts of people and their addictions’ 
It reinforces the point that increases in housing stability alone are insufficient to ensure 
that people’s recovery remains on an upward trajectory.  
Eimear had also managed to source longer-term secure accommodation with support 
from social work: 
‘She got me into a flat so I am in a flat now and that’s where I stay overnight… I’m 
going to be two years in my flat in April’ 
4.6.3 Acceptance of Mental Health Difficulties 
 A significant shift in this stage is participants’ moving from a phase of illness denial 
or non-awareness to one of illness acceptance, specifically in relation to mental health 
difficulties. For Harry, he was finally in a position to acknowledge his own mental health 
difficulties, in his words, while also outlining the ongoing challenge that remains even having 
accepted his diagnosis: 
 ‘Myself I am polar, I am bipolar affective disorder… It isn’t easy to live with bipolar’  
It is quite striking that even though Harry has shifted to accepting his mental health 
difficulties, this acceptance has not resulted in complete resolution of difficulties, with the 
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concept of illness being hard to live with an understandable one. In addition, his acceptance of 
his mental health difficulties and his need to access supports, opened up a new avenue of social 
connection through meeting similar peers that he has formed a connection with:  
‘Others like me we are severely damaged… we are bound by disease’ (Harry) 
Aidan managed to capture the ongoing internal conflict experienced by individuals as 
they adjusted to accepting the reality of their mental health difficulties: 
 ‘Very rarely I would not take responsibility for my illness… I’m aware that it can be a 
very  selfish illness. I haven’t asked you a single question since you have gotten here’ 
The above quote nicely captures the ongoing internal conflict that participants 
experience as they attempt to adjust to the impact of their mental health difficulties. The view 
of illness as selfish was striking and provided an insight into how individuals with mental 
illness may internalise these experiences maladaptively. 
However Aidan also spoke positively about individuals with mental health difficulties. 
He proposed that services should shift to view people with mental health difficulties as capable 
individuals and focus less on areas of deficit: 
 ‘This person has a spirit, they have emotions… they have abilities as well… focus on 
 ability… it’s the strength of the spirit, the human spirit, like it’s just bigger than the 
Berlin wall’ 
Aidan captures the remarkable resilience demonstrated by people engaging in recovery 
processes in spite of ongoing threats to recovery. The image of the human spirit as something 
durable and strong and something that can endure times of hardship.  
Other participants were less able to articulate their mental health difficulties in terms of 
formally stating their diagnoses, however they were able to articulate contributing factors that 
exacerbated underlying mental health difficulties:  
‘My main difficulty would be not taking medications… I was paranoid three weeks ago 
but I feel much better after medication here’ (Amy) 
Amy highlights a couple of important points here. She acknowledges the role of 
medication non-adherence in ongoing illness difficulties, yet finds it hard to describe what 
those difficulties are beyond describing paranoia which has been alleviated via service 
attendance and medication adherence. 
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For Paul, one of the more stably-housed participants, he was able to reflect on the role 
his mental health difficulties played in the exacerbation of housing-related difficulties. With 
hindsight, he could see that: 
‘Part of the schizophrenia is I find it hard being around people… if I was to be homeless 
again I would have to be hanging around with people and I would have nowhere to go. 
My head would be more screwed up than it is now’ 
Paul was able to look back on times in the past where he was experiencing acute 
homelessness and could identify the role that illness denial played in maintaining difficulties: 
‘A lot of those years I wasn’t on medication of any sort… my head was screwed up… 
thinking that everybody could hear my thoughts and… drawing energy off me… loads 
of mental things’ 
Not all participants were at a stage of accepting mental health diagnoses provided for 
professionals. For Eimear, she described her experience of receiving a diagnosis of 
schizophrenia from the psychiatrist: 
‘I thought he was mad I thought he had just made it up… I was like I don’t suffer with 
schizophrenia… still to this day and age I think he just diagnosed me… that’s just the 
way I look at it I still don’t see it’ 
A possible reason for her reluctance to accept her mental health difficulties became 
apparent later in the interview when discussing what impact having such difficulties have had 
on her:  
‘you don’t want to feel that you’re different than the rest and then you don’t want to 
feel that way’  
For Donald, there was a lack of coherence in his narrative around his mental health 
difficulties. He placed significant emphasis on having ‘question mark schizophrenia… I don’t 
actually have it… nobody knows what I am actually suffering from’ without being able to 
elaborate on what that meant. When asked to describe in his own words his mental health 
difficulties, irrespective of labels, he responded ‘no difficulties at all’. Donald was, at time of 
interview, sleeping rough on the streets and not utilising emergency accommodation. This 
denial of illness may have served an adaptive function as to attend to these difficulties may 
have inhibited his ability to cope with ongoing stressors.  
68 
 
4.7 Stage Five: Growing – Retaking Control of the Wheel 
A number of participants had sourced long-term housing provision through service 
engagement. By sourcing stable accommodation, participants had also become less reliant on 
attendance at the day service as a result and had progressed to lead more independent, 
meaningful lives. 
4.7.1 Supported Housing 
Paul outlined the benefit of having secured a long-term tenancy of his own in a 
supported housing development:  
‘If you are tired you can go to bed… if you want to go out you can… it’s great having 
your own flat’ 
For Paul, his experience of his mental health difficulties related to having to be around 
people. Having his own supported tenancy meant that interactions with other people were more 
on his own terms rather than forced:  
‘If I want to be around people, I do. I don’t have to be around people if I have to be’ 
Eimear, similarly residing in supported accommodation, described the benefits of this 
model of housing provision: 
‘I feel supported there and it is quite safe because they lock the gates at night… I have 
my own key… it is much better much more independent’ 
Eimear notes three inter-related factors that play an important role in housing provision 
on a long-term basis. Feeling supported, feeling safe and feeling independent are key factors 
in promoting a recovery ethos among service provision. 
Paul was another participant who had managed to source long-term accommodation, 
for him in the form of a single room in a hostel which he had been residing in for twenty years. 
For him there were many benefits to having stable accommodation: 
‘I would describe it as great… you pay 85 quid a week and you get all your meals, you 
get your laundry done, you get your medication done, the whole job…  It’s very safe’ 
For him, this stable accommodation coincided with a significant period of mental health 
stability, describing himself as having had ‘one setback in the last twenty years’. Not only was 
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the secure tenancy a vital component of his wellbeing plan, but it was the ability of his 
accommodation to meet a range of life needs that further promoted recovery. 
Harry conceptualised his own tenancy as potentially providing an impetus for further 
life developments: 
‘It would make a big, big difference. Just thinking that I could restart my life’ (Harry) 
4.7.2 Decreased Reliance on Day Base 
Through Paul’s narrative it became clear that he required less input from the day 
service, and was able to attend on a more sporadic basis as it served a less pivotal, yet still 
important role in his daily routine: 
‘the great thing about coming here every second day is that it gives me a reason to get 
up and get out’ 
For Paul, having had his own supported accommodation for sixteen years, he now had 
a choice around when to attend the service, whereas if he were still homeless he would have to 
attend every day to escape the streets: 
‘If I was homeless I would be here every day all day. Oh my god that would kill me’ 
In addition, Paul’s ability to develop a meaningful, structured routine of activities meant 
he was less reliant on services required within the day base on a daily basis: 
‘I go out to Dun Laoghaire every week, I go out to Bray, Greystones, Malahide, Howth. 
Every week’ 
The above quotes from Paul all capture the difference between individuals further along 
their journey in relation to homelessness compared to others acutely experiencing a housing 
deficit. For Paul, he could see the options available to him in terms of recreational activities 
and did not require significant support from the service in accessing these. For him, the service 
had become less something he needed, but something that he chose to remain engaged with. 
Paul’s housing stability and mental health stability enabled him to lead an autonomous, 
meaningful, self-determined life. 
4.7.3 Future Goals, Future Destinations 
‘When people are damaged like me we need to be given tools and time to heal and 
rejoin the community’ (Harry) 
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For Amy, engaging with mental health services and attempting to source stable 
accommodation were the driving forces to reconsider how she approached many aspects of 
life: 
‘All my life I was living for other people and now it’s time to live for myself’  
A key area of need identified by all participants unsurprisingly related to the need to 
source ‘long-term accommodation, my own place’ (Colm). The benefit of this would be ‘to be 
independent again. And I would be settled’ (Colm). 
This focus on accommodation needs was also expressed by Donald:  
‘I need support in housing and not necessarily mental health. Metal health doesn’t 
actually benefit a lot my situation’ 
In addition to the need for secure accommodation, a meaningful routine of activities 
outside of the service was also considered important by participants. For Colm, one future 
aspiration would be the completion of a number of courses provided by local services: 
‘Crosscare College are starting courses in September… they are hobby-based courses 
so I hope to do a few of them to fill my day’ 
While providing a sense of achievement, completion of external courses like these can 
decrease reliance on the day service by providing a further outlet.  
A couple of participants felt there may be benefit in the service providing regular 
supportive counselling sessions on a group basis. Interpretation of their suggestions indicates 
that this forum may serve a connection-fostering function and increase opportunities for 
developing new relationships, as well as new ways of conceptualising encountered problems:  
‘It kind of bring them a bit closer together… if you started telling me things about you 
I start to tell you things about me. It kind of forms a bit of a bond’ (Paul) 
4.8 Ongoing Difficulties 
Harry captured the inherent motivational deficit so commonly encountered by 
individuals engaging with mental health services: 
‘It’s difficult for people to understand, you want to do these things but you can’t’ 
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For Harry, experiencing these feelings led not only to a difficulty in sustaining 
engagement but also led to the cessation of taking prescribed medications leading to a 
deterioration in mental health, creating a vicious, self-sustaining cycle: 
‘I was so consumed by regret, by hate, by all these emotions… I stopped taking 
medications again’  
Harry’s reluctance to utilise the emergency accommodation system due to concerns in 
relation to safety were preventing him from sourcing longer-term accommodation as described 
below:  
‘I am at risk of not getting housing because I am not using hostels… because I am not 
giving the state an expense using the hostels they say I have no housing needs’ (Harry) 
Amy also described the threats to safety that she had experienced as a result of sharing 
emergency accommodation: 
‘A girl I was socialising with… she thought that I accused her friend that he tried to 
rape me… she was like oh come on I will stab you… and then she just punched me with 
her head in my nose’ 
Not only are similar others a source of ongoing difficulties, but difficult interactions 
with members of the public also had an impact on participants’ wellbeing: 
‘We were on Merchants’ Quay waiting to get in and people were on the bus… looking 
on homeless people with really shocking disgustment. It was really shocking for me’ 
The impact of perceived public judgement on Amy’s ability to cope with the enormity 
of her situation is highlighted through her use of the word shocking twice in the above quote.  
Not only was judgement by members of the public a cause of concern for Amy, but also 
conditional offers of help from members of the public which were perceived as a further threat 
to her safety: 
‘I had people approaching me to help me… I could see the way they were offering help 
was the way they were expecting me to sleep in return’ 
When asked to elaborate on the impact that such conditional help can have on personal 
wellbeing she reflected: 
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‘you are at the bottom and then somebody comes and gives you a hand and you start to 
pick up and then after you have almost lifted it up he punched you down because you 
didn’t want to sleep with him’ 
The forcefulness of the imagery described above is clear. The threats to recovery 
associated with such conditional help offers, and the traumatic effects of experiencing help in 
this way, is clear.  
Ongoing difficulties also related to participants having too much time on their hands, 
or an absence of meaningful, purposeful activities to engage in. As Eimear described:  
‘I think at the end of the day it’s down to not having a job, not being occupied, having 
too much time to think about things… I have way too much time on my hands’ 
For people like Eimear, the role that the mental health service plays in attempting to 
provide opportunities and experiences to enhance growth is clear.  
Recovery can be conceptualised as an ebb-and-flow rather than a linear process. Eimear 
captured this when describing her difficulties completing a community-based educational 
course:  
‘It’s funny because last year I did a course… and I was feeling the same things but I 
was able to manage them a bit better last year like this year I just couldn’t manage it 
as good whatever it was’ 
Ultimately Eimear still hopes to source meaningful employment and hold down a job 
on a long-term basis.  
‘It’s pretty hard like you know because I would like to be working and be part of you 
know everybody getting up in the morning… I would like to be a part of that’ 
For somebody who, as discussed previously, views herself as different to others and as 
not belonging, her current inability to source a job provides her with further evidence of being 
different and not belonging.  
Not all participants were focused on future occupational or accommodation goals when 
discussing concerns for the future. For Paul, his ongoing difficulties related to having sub-
optimal relationships with family members: 
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‘I’ve a sister in Wicklow with 10 kids, 21 grandkids… and the younger sister… she has 
r kids about 9 grandkids and sure look it I wouldn’t even know the kids if I met them on 
the street… But I suppose that I have to accept things like that’ 
4.9 Resilience 
For Paul, even when experiencing homelessness and severe mental health difficulties, 
he demonstrated a resilient approach to improving his situation: 
‘I used to say to myself I won’t feel sorry for myself… I’ll do anything but I won’t feel 
sorry for myself’ 
For other participants, the ability to develop a connection with others appeared 
important in fostering a sense of resilience. As Harry put it, acknowledgement that ‘I am not 
the only one’ enabled him to open up to others within the service. He described how individuals 
could develop mutual trust and respect through discussing difficulties they were experiencing: 
‘One day I tell my problems and he tells his problems and we compare and we help 
each other’  
The ability of participants to keep going in face of encountered adversity was striking. 
Both Harry and Amy focused on the need to adopt a gradual perspective on healing: 
‘People need to know that if you face situations it will be hard but it will become easier. 
Especially in the future when you find yourself in the same situation again’ (Harry) 
‘When you are down with the stress one step is the way to go’ (Amy) 
Aidan spent time exploring the positives associated with engaging in recovery 
processes in relation to mental illness: 
‘Recovery is kind of a feeling, a thought or feeling of having achieved something. Like 
a peak experience’ 
What Aidan is attempting to highlight is how empowering engaging with mental illness 
can be. The process of moving from experiencing illness to tackling illness can enable people 
experiencing mental illness to feel a sense of control over their illness.  
4.10 Chapter Summary 
Homeless people with mental health difficulties encounter significant barriers in 
relation to having a range of needs met. The conceptualisation of their experiences as stages on 
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a journey, with constant threats and facilitators throughout, was reflected throughout 
participant narratives. These five stages have been discussed in detail, with illustrative 
examples provided in the form of direct quotations. What is clear is the diversity of individual 
experience. While all participants for example possessed future aspirations, the content of these 
in relation to accommodation, occupational, recreational or relationship factors was wide-
ranging and different for each person. The findings in this section will now be discussed in 






















Chapter 5: Discussion 
5.1 Chapter Introduction 
This chapter provides a critical discussion of the study’s primary findings with 
reference to the extant literature and the unique contributions of the current study are 
highlighted. Previously-discussed relevant literature discussed in Chapter Two will be 
discussed in light of the dominant research findings in the current study. The strengths and 
limitations of the current study will be followed by a critical reflection of the research process 
overall. Potential clinical practice, policy and educational implications will be discussed as will 
avenues for potential future research. Finally the chapter end with a brief conclusion regarding 
the study overall.  
5.2 Summary of Findings 
This study has generated rich and deep insights into the process of homeless people 
with SMI attempt to engage in meeting their needs. The accounts were elicited from 
participants with direct and extensive experience of surviving homelessness while struggling 
with SMI. This study supports the argument that providing context to individual experiences 
and emphasising the subjective meanings of these experiences can elicit a greater 
understanding of the complex phenomenon of homelessness and SMI. While accepting the 
complexity and diversity of individual experiences, distinct patterns became evident during 
engagement with participant narratives and these are now discussed further.  
As outlined in the previous chapter this study generated five main themes or stages in 
participant narrative accounts of their journey through homelessness. These were: ‘Tough 
Beginnings, a Bumpy Start’, ‘Critical Events – Losing Control of the Wheel’, ‘Striving to 
Survive – Seeking Help to Share the Drive’, ‘Stabilising and Healing – Finding a Safe Road 
Together’, and ‘Growing – Retaking Control of the Wheel’. Throughout all stages of the 
journey, participants described ongoing traumatic events that they experienced which could be 
conceptualised as ongoing threats to recovery. In addition, in spite of these ongoing threats, all 
participants were continuing to engage in their recovery journey, demonstrating resilience, self-





5.3 A Journey of Personal Recovery 
Leamy and colleagues’ (2011) conceptual framework for personal recovery in mental 
health appears to be an appropriate lens through which to make sense of the journey described 
by participants. They identified thirteen characteristics of the recovery journey which merit 
discussion in the context of the current study. Their proposition that recovery is a journey 
containing stages or phases has been demonstrated through analysis of participant narratives, 
with the current study identifying five distinct phases described by participants. 
The individuality and uniqueness of each person’s journey was apparent throughout all 
stages of analysis. Individuals ascribed different meanings and fluctuating importance to a 
range of events through all stages of their journey. No two participant narratives were the same, 
with points of convergence relating to meaning attributed to different events.  
For participants, the concept of recovery as an active process was clear. While some 
were encouraged to engage, all had to independently make the decision to present and 
commence engagement. The inner drive that this required was striking and participant 
narratives described increasing levels of engagement and ownership as they progressed through 
recovery stages. The active, gradual, struggling, trial and error aspects of the recovery journey 
were all embedded in participant narratives. Struggles related to perceived ongoing trauma and 
perceived barriers to progression. Frustrations in the form of inability to source long-term 
housing, inability to source financial support from social welfare services, and inability to 
source educational or occupational options featured within participant narratives. Participants 
demonstrated an awareness that recovery was a gradual process and did not appear to expect 
all their difficulties to be remedied rapidly. Participants were able to reflect on previous stages 
they had experienced and acknowledge that there had been an improvement in their 
circumstances. However they were also acutely aware of the need for further recovery and 
could each describe what that would look like for them.  
The multidimensional component to recovery characteristics was apparent through the 
exploration of areas of met and unmet need. Through engagement with specialist mental health 
services, and the sourcing of a range of night-time accommodation options participants were 
able to acknowledge partial of full attainment across a range of needs. For those in less stable 
accommodation situations, the focus was predominantly on sourcing greater housing stability. 
Participants varied in their idealisation of what a recovered life would be like. Some desired 
lifestyles in keeping with predominant social norms within western culture, desiring their own 
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accommodation, adequate finances, gainful employment and meaningful interpersonal 
relationships and recreational activity options. For others, there was tacit acceptance that those 
goals were, in their opinion, unrealistic, unattainable or undesired. For example, some 
participants had learned that forced socialisation exacerbated underlying mental health 
difficulties like paranoia, and having ownership over choosing the extent to which they 
socialised enabled them to manage these mental health issues. For these participants, 
engagement in solo activities were just as meaningful to them as the forming of interpersonal 
connections were for those who desired them. Acknowledgement of gainful employment being 
beyond a couple of participants due to factors like age or mental health difficulties featured in 
some participant narratives.      
5.3.1 Stage 1 – Tough Beginnings – A Bumpy Start 
All participants in the study spoke at length around suboptimal early beginnings and 
adverse experiences prior to the occurrence of initial homelessness. This was not a unique 
finding, with similar experiences reported throughout the literature (Patterson et al., 2012; 
Williams & Stickley, 2011; Padgett et al., 2012). The current study conceptualised these 
suboptimal early beginnings as having three components: adverse traumatic events, difficult 
relationships and significant losses.  
Patterson and colleague’s (2012) conceptualisation of typical life course trajectories for 
individuals becoming homeless and developing SMI described early childhood (0-12 years) as 
involving fractured attachment relationships, development of emotional and behavioural 
problems and environmental stressors like poverty and isolation. They also described middle 
childhood as featuring loss, instability, environmental stressors, emotional and behavioural 
problems and maladaptive survival strategies. 
In the current study a number of participants spoke at length regarding suboptimal 
parental relationships within their narrative. For some, this involved the sudden loss of a 
maternal caregiver, for others it involved physically abusive relationships with one or both 
parents. A couple of participants had experienced displacement as a result of war and poverty 
in their country of origin.  
5.3.2 Stage 2: Critical Events – Losing Control of the Wheel  
Participant narratives in this section were primarily focused on describing the critical 
event of becoming homeless while also outlining associated losses that occurred around the 
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time. For participants collectively, the cumulative impact of multiple events outweighed 
available existing resources rendering them as feeling unable to cope, similar to claims made 
by Padgett and colleagues (2012) who argued about the cumulative impact of ongoing adverse 
experiences on homeless people with SMI. The process of becoming homeless for participants 
in the current study was incredibly traumatic and participants adequately portrayed the despair 
they experienced at the time of becoming homeless.  
5.3.3 Stage 3: Striving to Survive – Seeking Help to Share the Drive 
Participant narratives within this stage featured dialogue around ongoing disconnection 
from others, the need to source night-time shelter, and the decision to engage with mental health 
services. It was clear that participants were at critical points in their journey when deciding to 
present to mental health services and were in this moment acknowledging an inability to cope 
with current stressors, either arriving at that conclusion independently or becoming willing to 
engage following contact with assertive outreach staff. This mirrors findings from the study be 
Rae and Rees (2015) who found that individuals experiencing homelessness initially attempt 
to focus on issues of safety and security, neglecting healthcare needs until entering a crisis 
period. For participants in the current study they had been attempting to adjust to the demands 
of becoming homeless and to cope with threats to safety, security and an absence of shelter. 
Similarly, Stanhope and Henwood’s (2014) study which argued that healthcare needs appeared 
insurmountable to participants while dealing with ongoing issues in relation to sourcing stable 
housing appear to support these claims further.  
5.3.4 Stage 4: Stabilising and Healing – Finding a Safe Road Together 
Participants in the current study spoke about the significance of having a stable day 
base in the form of attendance at the specialist mental health service, something that has been 
previously reported in the literature (Milbourn et al., 2015). In the current study, narratives 
described a meaning greater than solely that of having mental health difficulties supported by 
the service. The service also facilitated the meeting of additional needs like food, shelter and 
safety, providing respite from and an alternative to spending the day on the streets. Attendance 
at the service also enabled participation in meaningful activities and provided opportunities for 
interaction with staff and fellow service users. Key to this was the choice perceived by 
participants, who became active agents in their daily lives. In keeping with research by Borg 
& Davidson (2008), who argued that recovery conceptualised from the perspective of everyday 
life permitted mental health difficulties to be viewed as one aspect of a person’s life rather than 
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what they are defined by, participants in the current study perceived need attainment within the 
service beyond that of mental health treatment and more in line with a recovery-oriented 
framework.   
Participants in the current study spoke at length around the vital role support staff 
played in promoting sustained engagement with services. They spoke about the significance of 
staff adopting a non-judgemental, genuine, caring demeanour when providing support. These 
interpersonal qualities were valued greatly by participants and contrasted experiences they 
described from other agencies and support services. This has been referenced in research by 
Borg and Kristiansen (2004) who service user characteristics of helping relationships. In the 
current study, fostering choice permitted participants to feel a sense of ownership and control 
around the degree to which they engaged with services, empowering them to become more 
active in their own recovery processes.  
Taken collectively, participant experiences in this stage can be understood in terms of 
Leamy et al.’s (2011) CHIME conceptualisation of personal recovery processes.  The specialist 
mental health service provided opportunities for connecting with staff and similar peers, as 
well as an opportunity to engage in meaningful activities chosen by each individual. The degree 
to which participants could engage was determined by the individual themselves and was 
supported by staff members. The service promoted empowerment and citizenship among 
participants by fostering a sense of agency and self-determination among participants. Staff 
and peer relationships can be conceptualised as hope-inspiring relationships, with meaningful 
activities contributing to a sense of leading a meaningful life. 
5.3.5 Stage 5: Growing – Retaking Control of the Wheel 
Participant narratives in relation to retaking control of the wheel were all in some form 
of stable housing. For one participant, this was the sourcing of a long-term bed in a high-support 
hostel. For four participants it was in the form of individual units within a supported housing 
complex. These participants could all be conceptualised as being further along their personal 
recovery journey as conceptualised by Leamy and colleagues (2011). Their narratives provide 
further support to Housing First proponent claims that stable housing forms the bedrock for 
service provision for individuals experiencing homelessness with SMI (Greenwood et al., 
2013).  
It is hard to claim that the findings in the current study provide support for the HF 
model, as participants were all initially linked in with mental health services and gradually 
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sourced stable, long-term housing. However through all their accounts the role that this housing 
played in fostering a sense of safety and security was clear, a finding similar to that referenced 
by Chrystal and colleagues (2015) who explored homeless people’s experiences of primary 
care settings. Stably-housed participants all had points of references to less stable living 
environments, be it sleeping on the streets or utilising the emergency hostel system. They had 
the space to reflect critically on their experiences and to identify future goals and aspirations 
more in line with the self-actualisation goals described in Henwood and colleague’s (2015) 
study. In contrast, the future goals of individuals not currently stably housed centred primarily 
on exiting current homelessness and sourcing employment or financial means to maintain 
housing.  
Stahl and colleagues’ (2016) grounded theory study nicely captured the ongoing 
internal struggles participants in the current study experienced in spite of stable housing. The 
challenge of striking a balance between seeking connection and seeking space, between seeking 
stability and fearing stagnation, and between gaining autonomy and relinquishing control all 
featured in participant narratives and nicely account for the dilemma individuals experienced 
in reflecting on their recovery journey so far and identifying future goals.  
5.4 Strengths and Limitations 
Within this section, the strengths and limitations of the study will be outlined and 
discussed. The findings contained in the current study are based on a small sample of 
individuals who consented to participate. These findings are solely representative of the 
experiences of this specific group of individuals and should therefore be considered suggestive 
rather than conclusive in terms of their generalisability to other individuals with experience of 
homelessness and SMI that did not participate in the study.  
The participants in the current study were unique in their individual characteristics, 
their demeanour during interview, their personality, individual backgrounds and experiences, 
and represent the complex, nuanced nature of the population under investigation. While there 
was a degree of convergence in relation to participant narratives, it was a challenge to generate 
a coherent collective narrative among the sample. The diversity of study participants included 
demographic factors like age and gender, as well as additional factors like length of time 
homeless and length of time living with SMI. While all participants had experience of 
homelessness and a formal diagnosis of SMI, it would be remiss to conceptualise these 
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participants as indicative of a homogenous group. The possibility of retrospective biases 
throughout participant narratives cannot be ignored as a further potential limitation.  
The use of IPA as a methodological approach can be considered a strength in the current 
study. It enabled the identification of hidden meanings in the data and identified novel avenues 
for future investigations. In addition, IPA acknowledges its inherent limitations in a transparent 
manner. It recognises the centrality of the researcher’s biases and presumptions in the 
interpretation of the phenomena under investigation. Efforts to minimise the impact of these 
biases and to increase rigour included the researcher’s maintenance of a clear audit trail and 
ownership of reflexive thoughts and observations. 
One potential limitation of the study could relate to interviewing each participant at one 
unique time point in their journey. It is possible had the participants been interviewed on 
another day alternative information would have been discussed. It is also likely that had 
individuals been interviewed at a number of timepoints potentially deeper and richer data may 
have been identified. Meeting participants on a number of occasions may have facilitated the 
development of greater rapport and increased trust leading to deeper narratives.  
A further associated limitation would relate to the researcher being an unknown 
individual to participants prior to participating in the research study. It is likely that the absence 
of a well-developed, trusting relationship presented a barrier to the sourcing of richer 
narratives. While every effort was made to be mindful of this and to actively contribute to the 
establishment of a trusting rapport, it is likely that data collected by familiar staff would contain 
alternative depth and range.  
In order to participate in the current study, participants had to be actively engaged with 
a specialist mental health service from which participants were sourced. In addition, 
participants had to be considered relatively stable in terms of their current mental status by 
treating professionals providing care. Both of these factors present possible limitations in the 
context of the current study. Firstly, this study makes no inferences in relation to the 
experiences of those individuals experiencing homelessness and mental health difficulties not 
currently in receipt of mental health service support from specialist services. As outlined in the 
literature, the proportion of individuals with unsupported mental health difficulties is quite high 
among the homeless population. Due to ethical constraints and practical challenges in 
identifying these individuals it has not been possible to capture their voices or experiences in 
the current study.  In addition, a cohort of the homeless population receives ongoing support in 
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relation to issues like low mood and anxiety from homeless GP, Primary Care, traditional 
community mental health teams and non-health related homeless support services. Again, their 
voices are unheard in the current study.  
Similarly, this study draws no inferences from those potential participants whose 
mental health at time of data collection was deemed too unstable for participation. Again, 
ethical constraints prohibited the exploration of their perspectives. It is worth noting that no 
potential participants expressed interest who were excluded for this reason, however in terms 
of capturing the voices of individuals with SMI throughout their journey it is necessary to state 
that this study in no way represents the perspectives of individuals who are at time of 
participation acutely unwell in terms of their mental health.      
Two specific subpopulations of the broader homeless population are not represented in 
the current study and inferences in relation to their lived experiences remain beyond the remit 
of this research. No effort was made to include the experiences of homeless youth and so 
conclusions in relation to the applicability of the current study’s findings to their experiences 
are impossible. Similarly the perspectives of homeless families, within Ireland the most 
rapidly-expanding subgroup of the homeless population, have not been examined. What has 
been attempted, was to isolate a well-defined sub-portion of the homeless population, those 
with SMI, and to generate an expansive account of their experiences.  
The interpretative component of the research can be viewed as a relative strength and 
important regarding the original contribution of the study. Interpretation is a product of the 
interaction between the researcher and participants and is only one interpretation. Alternative 
interpretations of the findings are plausible.  
In spite of the challenges of accessing this difficult to engage population, this research 
managed to identify 10 individuals willing to discuss their lived experiences of attempting to 
have their needs met through engaging with specialist mental health services for the homeless. 
This was achieved through a patient, non-pressured approach to recruitment. While it was only 
possible to develop analytic interpretations of nine of these, all ten interviews provided 
significant insight to the researcher into what it is like to experience homelessness and SMI. 
Those nine interviews, which were subjected to thorough analytic procedures, led to the 
conceptualisation of a five-stage journey of recovery for participants and serves as a basis for 




5.5 Critical Reflection 
As the primary researcher in the current study it has been necessary to remain mindful 
of the importance of acknowledging my centrality in the current study.  While my interests and 
preconceptions were referenced previously, it is important to explore the role my life 
experiences, personal values and expectations played throughout the course of the project as it 
is possible that these may have influenced the interpretative process and compilation of the 
overall report.  
I became quite passionate around exploring homelessness having witnessed an 
increasing number of people on the streets at night-time with no apparent home to go to. As 
mentioned previously, media reports of homeless deaths brought the issue to the forefront of 
my mind. I became interested in what supports such individuals have available if they find 
themselves unable and facing a struggle to survive on the streets.  
My initial preconceptions centred on how on some level this population had to be 
different to me. That it was impossible to relate to them. That I, as a white, middle class male 
with a privileged upbringing, could never end up in a similar situation. That anyone who 
became homeless had, on some level, ended up in that position as a result of some inherent 
character flaw or failing. That not only were they to be pitied by me, and provided with 
tokenistic gestures of occasional loose change, but that they were unpredictable, potentially 
dangerous, and likely to spend my charitable contributions on alcohol or drugs.  
I also believed that there was ample support available to them, and that the continuation 
of their difficulties centred on an inherent reluctance to engage with such services, further 
prolonging their suffering. Be that housing support, employment opportunities, or mental and 
physical health interventions, I believed that Ireland was a place where people could receive 
these supports if they so desired. I also believed that if they were willing to acknowledge their 
failings, surely their family and friends would reconnect with them and become involved in 
their lives again.  
I have to admit that I am extremely embarrassed regarding these preconceptions and 
beliefs, as having completed this research project every one of those assumptions have been 
challenged. What has been most striking is how in our modern society, any one of us could end 
up in the exact same situation if enough adverse events occurred in a short enough space of 
time. Secondly, I have been struck by how challenging it is to get out of that situation once you 
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become homeless. While there are supports and entitlements available, it is quite an onerous 
task to undertake.   
Having worked in the field of adult mental health during training I had an awareness of 
the field of mental illness as it relates to the general population, and presumed that there would 
be a large degree of overlap with the homeless population. What struck me was the cumulative 
effect of episodes of homelessness, traumatic events and disconnection can have on mental 
wellbeing. How anyone could be expected to cope with the ongoing threats to safety and 
security and the impact these have on a person’s identity and self-concept cannot be ignored.  
Once I had located a host organisation, and having met with staff there I familiarised 
myself with the disseminated literature in the field of homelessness and SMI. As I read about 
the area, some of my preconceptions were challenged and as I distilled research topics down 
to a manageable focused question I had to confront my own apprehension and anxieties around 
sourcing participants.  
I definitely think that being external to the service made recruitment more challenging, 
not only in terms of sourcing participants but also in encouraging staff members to aid in the 
recruitment process. In terms of accessing participants, understandably people were initially 
apprehensive and guarded around participating. This continued in the initial stages of 
interviews, particularly early interviews where I was still becoming confident with the 
interview schedule and the process overall. In fact, my own nervousness was apparent 
throughout initial interviews and I leaned heavily on the structure provided by having a semi-
structured interview schedule. 
It was striking during transcription to reflect on the change of flow in interviews, with 
later interviews almost conversational in nature whereas initial interviews were quite stilted as 
I relied on my next question in my schedule rather than exploring a potential line of inquiry 
that participants raised. I think a key aspect of that shift was the confidence I garnered from 
initial interviews and reflecting on these within supervision. In addition, a shift from a stance 
of apprehension and fear to admiration and comfort facilitated exploration of topics in greater 
detail as I became eager and more confident at eliciting a fuller understanding of later 
participants’ life stories. This shift from fear to comfort and apprehension to admiration took 
some of the pressure off me prior to interviews and I became more comfortable allowing 
participants take a greater roll in leading direct interview content with me adopting a more 
subtle guiding approach.   
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The data analysis phase was extremely challenging, as I experienced despair and 
struggled and at times felt overwhelmed at attempting to accurately inhabit and portray the life-
worlds described by my participants. I felt a sense of duty and responsibility to do justice to 
their stories and to distil their wide-ranging foci of narrative content into a manageable, 
coherent collective account. As I reflected on this I was struck by how these negative emotions 
mirrored somewhat the emotional content of participant narratives, and I was struck by how in 
those parallel moments, I was closest to being able to relate to the experiences of my 
participants and to share their worldview. As I was weighed down with ongoing threats in the 
form of insecurity, these were offset by my own resilience and use of external supports in the 
same way my participants experiencing ongoing threats in the form of trauma and yet 
demonstrated remarkable resilience to continue engaging in recovery and linking in with 
support services.    
5.6 Implications for Clinical Practice 
The researcher hopes that the current study will add to the existing literature in the field 
of homeless individuals with SMI engaging with support services. Crucially, this study sheds 
a light on the role of traumatic and adverse experiences prior to homelessness as well as 
ongoing traumatic and adverse experiences during the experience of being homeless and 
seeking stability of housing. It is essential that all services supporting homeless individuals 
with SMI adopt a trauma-informed approach to service provision. As clinicians engaging with 
this population on a daily basis, an awareness of trauma-informed treatment approaches and a 
commitment to incorporating such approaches into current practices is vital. Services should 
endeavour to ensure that staff are trained appropriately in this regard, and that exploration of 
perceived traumatic experiences should form part of any intake assessment and reviewed 
throughout service engagement.  
An additional, complementary clinical implication involves the importance of 
clinicians adopting their approaches to promote personal recovery-oriented approaches. For the 
participants in the current study, amelioration of mental health difficulties was not a priority 
goal. Participants desired improved interpersonal relationships and connections with others. 
Services play a key role in fostering and promoting the development of such relationships. 
Participants’ desire for a peer support group would serve as an interesting start point to develop 
this further and could complement existing opportunities for peer connection through 
recreational activities on offer within the service.  
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Participants clearly reported that no one-size-fits-all approach will adequately meet the 
needs of participants. In this regard, clinicians will need to be flexible and creative in 
attempting to engage and sustain engagement from individuals with SMI experiencing 
homelessness. Each person, rightly, feels that their narrative is unique and solutions should be 
tailored to their individual challenges. This presents a challenge to services who must think 
creatively around how best to foster a sense of person-centredness throughout service delivery.  
Participants highlighted the key role played by the specialist service in co-ordinating 
access to associated services. Individuals required varying levels of support ranging from 
information right up to support linking in with external agencies. Participants valued the roll 
staff played in assisting them in meandering the diverse network of agencies and non-
government charitable organisations providing services to the homeless. This can be replicated 
on a broader basis, among community mental health teams nationally providing support to the 
homeless in their catchment area. Participants identified the Social Worker as a key gatekeeper 
in this regard and could serve as an appropriate point of contact for other teams across the 
country.  
Some of the most valued staff characteristics participants described were the adoption 
of a non-judgemental approach, appearing genuine, and being approachable. Further 
characteristics of being non-hierarchical, and being able to have a laugh with participants were 
valued. The significance of these characteristics cannot be ignored among a population for 
whom interactions with others had become sporadic, aversive and terrifying. For all clinicians 
supporting homeless individuals with SMI, it is these characteristics that can make the 
difference in promoting sustained engagement as much as the tangible resources being 
provided and all individuals involved in this field should be encouraged to be mindful of this. 
As a corollary, one of the common factors of therapy, the therapeutic alliance, is of 
central importance when supporting homeless people with SMI. While the above staff 
characteristics can foster the development of a positive therapeutic relationship, the 
maintenance of same can serve as a springboard for the development of positive relationships 
outside of the therapeutic dynamic. For some participants, the only meaningful relationships 
they had were those with support staff, in addition to familiar peers within the service. 
Participants had experienced a lifetime of insecure, unstable relationships and had developed a 
strong distrust of other people. Staff members play a key role in changing this and modelling 
positive relationship formation to this population.   
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5.7 Implications for Education 
In the current political climate significant resourcing is being pumped into reducing 
homelessness nationally and internationally. Mental health professionals play a key role in the 
support of homeless people with SMI, who they may encounter prior to homelessness, during 
homelessness and following transition to supported or independent living.  
It is vital that training programmes incorporate homeless people with SMI as a distinct 
subset of education programmes regarding mental health. Particular areas to focus on include 
education in relation to trauma-informed care, personal recovery-oriented practices, staff 
characteristics and relationship development strategies.  
This study highlights how service engagement facilitated participants’ ability to meet 
basic food, hygiene, physical and mental health needs. However education programmes need 
to highlight the importance of additional needs, the need for participants to source stable 
housing, to participate in meaningful activities, and to become an empowered, connected 
citizen within their community. A key educational message is how these needs can only be 
identified on an individual basis, and are more varied and complex than individuals’ physical, 
medical or nutritional needs.  
Professionals within the specialist mental health service could play a key role in 
delivering training across disciplines within educational centres across the country. In addition, 
there may be merit in educational programmes providing opportunities for individuals who 
have progressed through services and into stable housing an opportunity to recount their 
experiences to the next trench of mental health professionals currently undergoing training. 
This has occurred with other populations, for example older adult service users delivering 
workshops to psychologists in clinical training to provide an insight into their worldview.  
5.8 Implications for Policy 
The primary requirement participants expressed related to their desire to have a stable 
home of their own. As argued by previous research, it is apparent that adequate housing is the 
foundation through which further needs are met. The shelter, safety and security provided by 
having a place of their own was outlined by those participants who had managed to source 
individual housing units. Where possible, individuals with SMI experiencing homelessness 
should be provided with stable housing at the earliest opportunity as this will enable individuals 
to generate alternative goals to address further unmet needs.  
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Participants reported feeling that current service delivery enabled adequate meeting of 
physical and mental health needs. However occupational, recreational and interpersonal needs 
were somewhat unmet for all participants. Policy needs to widen its scope on solely examining 
housing and health needs and to develop tangible, measurable targets in relation to the 
promotion of these as priority goals within services. To truly develop these targets, stakeholder 
forums should be held with key focus on ascertaining service user perspectives on what these 
targets should look like. It is a failing of existing policy, for example within Ireland the 
Rebuilding Ireland Action Plan and A Vision For Change, that these have predominantly been 
created without direct contribution from individuals accessing services.  
When developing policy in relation to supporting homeless people with SMI, to sustain 
fidelity to a personal recovery-oriented ethos, it is the voices of those individuals who need to 
be heard most. Future policy initiatives must make greater efforts to include these individuals 
throughout all stages of policy development and review.    
5.9 Implications for Future Research 
There is significant diversity between the homeless population and no single study can 
capture collectively the experiences of this population. It would be interesting to replicate the 
current study with homeless people in receipt of mental health support through traditional 
community mental health teams. Outside of Dublin, it is these services that are likely to provide 
mental health support to homeless individuals while in Dublin these services continue to 
support individuals with low-severity mental health difficulties. By exploring the lived 
experiences of these individuals it may shed alternative light on their experiences and identify 
alternative avenues for future exploration. Accessing those individuals not in receipt of mental 
health support and exploring their perspectives on factors hindering service engagement would 
shed an interesting light on barriers to service engagement.  
Similarly, research exploring the lived experiences of homeless people with primary 
substance misuse difficulties would provide a valuable insight into a further subset of the 
homeless population and identify alternative barriers and facilitators of engagement in personal 
recovery practices.  
Further investigation centring on the lived experiences of homeless people with SMI as 
they engage in journeys of personal recovery will be vital to fully capture and document their 
experiences. If services endeavour to provide recovery-oriented support, it may be worthwhile 
conducting research with similar populations examining the extent to which homeless people 
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with SMI feel that services provided utilise Leamy et al.’s (2011) CHIME approach to 
promoting personal recovery. 
While it has been argued above that on educational, clinical practice, and policy 
development and implementation levels a trauma-informed approach must be utilised, this 
should be piloted and tested within a service domain like the specialist mental health service 
from which the current population were sourced. This will enable refinement and adaptation to 
best meet the needs of the population it endeavours to serve.   
In addition, as the government continue with implication of the Rebuilding Ireland 2016 
Action Plan, services should endeavour to conduct research exploring how policy 
implementation facilitates personal recovery for homeless people with SMI. Specific avenues 
of interest would be to explore the lived experiences of a cohort of the 300 individuals due to 
transition through Housing First initiatives during the implementation phase of the Action Plan. 
Research will likely focus on rates of housing retention, rates of physical and mental wellbeing, 
and rates of met and unmet need however it is through exploring these issues qualitatively with 
those experiencing the transition directly that the greatest understanding can be provided. Such 
approaches could complement quantitative approaches in shedding greater light on recovery 
experiences of this population. 
Two suggestions in relation to future research appear to merit brief discussion. Firstly, 
the use of longitudinal approaches to narrative data collection when conducting research with 
this population appears worthwhile. Given that recovery can be conceptualised as an ebb-and-
flow process, and how individuals experiencing homelessness can encounter a number of 
supported living situations on their journey to stable long-term housing, conducting a number 
of qualitative interviews with participants as they progress through their recovery journey will 
provide a more detailed and in-depth account of their lived experiences. In addition, conducting 
interviews at repeated timepoints will facilitate the development of a positive relationship 
between researcher and research participant and hopefully contribute to a richer understanding 
of their experiences.  
Similarly, future research may best utilise a participatory action research approach to 
research design and collection. It is likely that participants would engage differently with 
interviews conducted by researchers with their own lived experience of both homelessness and 
SMI who perceived they had recovered adequately to contribute to research in this manner. 
Similarly, during data collection it is likely that such researchers would identify alternative 
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avenues for further exploration within interview. Additionally, their contribution to data 
analysis and interpretation could provide a further layer of understanding to this complex area. 
Of paramount importance in this regard would be the ability of appropriately-trained 
professionals to ensure that validity concerns were addressed throughout data analysis and 
synthesis.  
As an extension of this, further qualitative research exploring lived experiences of 
homeless youth and families in the context of modern Ireland’s homeless crisis and the 
implementation of the Rebuilding Ireland Action Plan will enable a greater understanding of 
the extent to which this crisis is being adequately ameliorated.   
5.10 Study Conclusion 
The primary aim of the study was to understand how homeless people with SMI 
experience attempting to have their needs met through engagement with specialist mental 
health services for the homeless. A comprehensive review of the literature identified the 
imbalance between professional and service user perspectives in relation to service provision, 
as well as an absence of service user perspectives in the Irish context of homelessness and SMI.  
By actively engaging with participants it was possible to capture the lived experiences 
of this population, from their own personal perspective, which when examined in conjunction 
with previous research reporting prevalence rates, risk factors, comorbidities and professionals’ 
perspectives, illustrates the complexity of this phenomenon. 
What became apparent as the study evolved was that the journey through homeless was 
incredibly complex, with its roots traced back to suboptimal experiences prior to homelessness, 
the experience of a critical event culminating in housing loss and perceived demands 
outweighing perceived resources leading to an attempt to access supports in relation to housing 
and mental wellbeing contributing to a period of stabilisation and culminating in a period of 
healing leading to sourcing stable housing and growth in the form of future goals and 
directions. Threats to recovery permeated narratives in the form of ongoing trauma at all stages 
and emphasises the importance of all individuals providing support to this population 
advocating a trauma-informed approach to support. The ability to keep going, to engage in their 
own recovery processes, a personal recovery journey unique to each individual, demonstrated 
the remarkable resilience this population possesses and again was evident throughout all stages 
of recovery. A critical review of the research process, as well as areas of strengths and 
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limitations of the study, has been outlined. Important implications for clinical practice, 
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Appendix A: Participant Recruitment Poster 
Help Us To Learn What It Is Like to Come Here 
 
Upcoming Project: “The lived experience of homeless people accessing mental health services – 
met and unmet needs – an exploratory study” 
Who Am I: My name is Rory Carolan and I am doing a PHD in Clinical Psychology. As part of 
this I am doing a project looking at what it’s like for homeless people with mental health 
difficulties to access support.  
 
What Would Be Involved: You would meet with me 1:1 and you would answer a few questions 
that I have. Our meeting would last between 30 minutes and 1 hour depending on what you prefer, 
and we can meet more than once if you feel you need it.  
 
Things We Would Look At:  
(1) What brought you to the service 
(2) How you have found using the service 
(3) What things are helping with your 
recovery 
(4) How well do you feel your needs are met 
 
If You Would Like to Take Part: 
(1) Email me: 11021845@studentmail.ul.ie 
(2) Phone me: 085 1111 909 
(3) If you need support contacting me please speak 





       
Appendix B: Information Sheet  
Who Am I 
I am Rory Carolan. I am doing a PHD in Clinical Psychology in the University of Limerick.  As 
part of this course I am doing a research project looking at homeless people’s experiences of 
attending mental health services.   
What Do I Want to Do 
I am looking at speaking with a number of people who are homeless and who have mental health 
difficulties. I would like to hear how people started attending services, what things are helping 
their recovery, and how well their personal, interpersonal, environmental and spiritual needs are 
being met. 
I hope to capture a wide range of experiences to fully understand the journey through mental 
health services for homeless people. Your participation would provide valuable feedback on 
service-related and broader challenges people experience. By looking at this services may be 
better able to support you on your journey through recovery.  
What Does Participation Involve 
I would arrange to meet with you 1:1. In this meeting I would ask a number of questions. The 
interview would last between 30 and 60 minutes, but if you need a break or want to stop at any 
time that is alright. We can also meet more than once if you would like to discuss it over more 
than one meeting.  
How To Contact Me 
 
If you would like to take part in the study please speak to any member of the team. They can 
help you to contact me. If you would like to contact me yourself my contact details are below. 
   
 
Researcher: Rory Carolan 
  Email: 11021845@studentmail.ul.ie 







          







Please read the following sentences and place a  in each box if you agree with the 
sentence.  
 




I have read the Information Sheet and have had sufficient time to consider 
whether I would like to take part 
 
 
I understand the nature and purpose of the exercise  
 
I have had an opportunity to ask any questions that I have and that these 
have been answered  
 
 
I understand that the interview will be recorded on a Dictaphone and 
consent to this  
 
 
I know that I can decide to stop participating at any point during the 
interview and I can do so without fear of any penalty 
 
 
I understand that all information in relation to my participation will be 
anonymised and stored in line with the Data Protection Act (2003) 
 
 
I understand that all information regarding taking part will be kept strictly 
confidential unless the researcher is concerned that I am at risk of harm to 
myself or others 
 
 
I understand that Under the Freedom of Information Act (2014), I can have 






I understand that I may withdraw from the study at any point, for any 
reason, without any penalty 
 
 
I understand participation or non-participation in this study does not affect in 







































       
Appendix D: Semi-Structured Interview Schedule 
 
Setting:  Interviews will hopefully occur in clinic rooms in Usher Island Day Hospital 
 
Duration: 30 to 60 minutes per interview (can be done in one sitting or multiple sittings 
depending on unique needs of each participant) 
 
Stage 1 – Introduction and Rapport Development 
 
Explanation of study and goals, signing of consent forms.  Describe the process that will occur: 
this is an exploratory interview and that there are no right or wrong answers, that I am interested 
in hearing people’s opinions on the questions that are asked. A verbal reminder will be given that 
both: (i) the discussion is being recorded, and (ii) that participants can withdraw their consent to 
participation at any time. (both of these are highlighted on the consent form). Confidentiality will 
be repeated here, ensuring participants that any data collected will be anonymised, transcribed 
and only the researcher and supervisors will read the transcripts.  
 










Stage 2 – Explore participant’s perceptions around what led to their presentation at mental 
health services for homeless people 
 Tell me a little bit about what led you to start attending this service 
 How would you describe your mental health difficulties 
 How did you become aware of this service  
 What kind of difficulties were you having before you started coming here 
 What are the challenges in being homeless and having mental health difficulties 
 
Stage 3 – Explore participant’s perceptions around their individual experience of engaging 
in the service 
 What would you say are the positive aspects of engaging with the service  
 What kind of supports do you receive from this service 
 What kind of professionals have you worked with since attending this service 
 What is it about the service that keeps you attending 
 Is there anything else the service could do to improve your quality of life  
 
Stage 4 – Explore participants’ perspectives on what is contributing to their ongoing 
recovery and wellbeing  
 What are the key factors important in improving your mental health 
 What strategies do you use to keep you well 
 What supports do you access to keep you well 
 What are the areas that you feel you need further support in  
 
Stage 5 – Exploration of participants’ perspectives on degree to which a range of needs are 
met currently 
 How are your mental health needs and psychological distress needs currently being met  
 How are your relationship needs currently being met – family, friends, romantic / 
intimate 
 How are your recreational and occupational needs being met 




 How are your self-care / hygiene needs being met 
 How are your accommodation needs being met 
 How are your financial needs being met  
 How are your safety and security needs being met  
 How are your addiction / substance misuse needs being met  
 How are your spiritual or religious needs being met 
 Are there any other areas of need that you feel are important that we have not discussed 
yet  
 
Stage 6 – Wrap Up and Debrief 
 
 Thank the participants for their contribution. 
 Agree to pass on results if they desire them. 
 Give debriefing sheet and provide verbal debrief – anything outstanding / unresolved – if 
feeling vulnerable regarding unmet needs discussion, reinforce positive focus and aim of 
identifying service user recommendations regarding service improvements going 
forward. Remind of supports available post-interview (as per debriefing sheet) 
 If participant has experienced significant distress or reports same, remind that follow-up 
with keyworker / CMHN will be arranged as appropriate 
 Give participants an opportunity to ask any questions or make any comments that they 
may have 
 Tell participants that if any of them feel the need to talk to somebody in the aftermath of 
the interview there are psychological services available to them on an anonymous and 
confidential basis (this is stated in the debriefing sheet and the contact details is 
highlighted within same) 
 Tell participants that the researcher is willing to meet them again in a week’s time if they 







 Appendix E: Debriefing Sheet  
Thank you very much for taking part in the study. Your participation has been really useful in 
looking at your experiences of met and unmet mental health needs. You may have questions that 
you would like to ask me after you leave this room. If you would like to meet again to have another 
chat about anything that you feel this has brought up please get in touch and I will arrange to meet 
you again.  
If you have any queries about your own contribution or data, or the project overall, please do not 
hesitate to contact me (11021845@studentmail.ul.ie) or my supervisors. Contact details are listed 
below. Data you provided will be held for a minimum of ten years in line with the Freedom of 
Information Act (2014) and Data Protection Act (2003).  
 
If you have been distressed in any way by taking part in this study you can contact Dr Laura 
Carey, Clinical Psychologist in Ushers’ Island Day Hospital.  She is willing to meet with 
anybody who feels that they need to talk to somebody on an anonymous and confidential basis if 
they have found the interview emotive, upsetting, or distressing.  Her contact details are also 
listed below. 
 
Thank you again for taking the time to participate 
 
Researcher: Rory Carolan                    Supervisor: Dr Barry Coughlan 
  Email: 11021845@studentmail.ul.ie      Email: barry.coughlan@ul.ie 
         
Confidential Contact Information if Distressed Following Participation 
 
Dr Laura Carey,  
Clinical Psychologist,  
Programme for the Homeless,  
Ushers’ Island Day Hospital 







Appendix F: Extracts from Reflective Memos  
 
03/06/2016  
Supervision with Clinical Psychologist in host organisation to review ethics forms and appendices 
prior to resubmission. We talked at length around ethical concerns in relation to probing too much 
around traumatic experiences and generated alternative phrasing for a number of questions. It is 
going to be a challenge within interviews to probe appropriately without probing in too great a 
depth. [Clinical Psychologist] suggested that I consider amending methodology to incorporate a 
mixed methods component – maybe administer the Camberwell Assessment of Need rather than 
using items as question areas. We reflected on the pros and cons, I still feel strongly that 
conclusions that could be drawn based on 10-12 people completing the questionnaire would be 
limited. I think I’ll discuss with [Academic Supervisor] in next supervision. Best to just submit 
amended ethics form to HSE as am aware of tight deadline in terms of turnaround.  
 
01/07/2016 
Just finished presentation at Community Meeting. Got to meet with both OT’s – hopefully they 
can assist with identifying potential participants. Only two service users attended Community 
Meeting – slightly disappointing. Neither were open to taking part but I got a chance to speak 
about the project and practice that piece. I need to be very clear in who I am, what I’m looking to 
do and why it would be good for them to take part. Need to try not stress too much around 
recruitment we’ll do our best and hopefully host organisation staff can be of assistance in that 
regard. Must discuss with [Academic Supervisor] in next supervision. 
 
12/08/2016 
Challenging interview today. Participant refused to allow me to record interview. Really 
disappointing. Tried my best to transcribe answers as he spoke but doesn’t capture the essence of 
his words – doubt I’ll be able to use anything from the interview. Really disappointing because he 
was probably one of the more articulate people so far, spoke really openly and honestly about his 
life so far. Quite insightful in some ways. Starting to feel more familiar with the flow of the 
interview. Thought it moved a bit better today. Would have been a good one if had been able to 




[Academic Supervisor] – was there anything I could have done differently? Also no further sign 
of any potential participants – will need to speak again at another community meeting I think.  
 
20/10/2016 
Just finished another interview – will probably be the last one – no more potential participants and 
very aware of project timeline. Glad to have stuck with IPA in the end as I think there is enough 
depth in interviews overall. This was a good interview, he was incredibly talkative, willing to speak 
at length around his mental health and housing needs. Found him really articulate, took me by 
surprise a couple of times. Good flow to interview. Need to finish transcriptions and begin analysis.  
 
14/12/2016 
Had phone supervision earlier. Looked through coding examples from Interview 10. Still feeling 
unsure around how best to develop more abstract emergent themes. Have read the chapter in 
Smith’s book a few times. Was good to talk through a couple of pages of transcript and get 
feedback. I know I’m doubting myself a lot and it’s a fear of getting it wrong that’s driving it I 
think. Need to remain true to analytic process. This has been a quicker one to analyse so far – you 
kind of get into a rhythm but I do worry that I might miss something, or mislabel something as an 
emergent theme from a previous interview – need to keep an eye on that.  
 
15/03/2017 
Really struggling with this results chapter. How do I cut the words down and get it under the 
10,000 mark? I find myself throwing in too many quotes in support of each theme – we talked in 
supervision about taking the ‘best exemplars’ and trusting in the process – why do I feel the need 
to add multiple supportive quotes in? Need to try and keep some space for a good argument in next 
chapter. Must go back over chapter and try be more succinct. Also, need to make a decision about 
how to interweave ongoing threats/trauma through all stages a bit better. So hard trying to make 
sure I’ve captured everybody’s voice in the chapter, but they’d all very different voices too in some 





Appendix G: Examples of IPA Analytic Process 




Past MH engagement 
 
Psychiatry review 








Loss of sustenance means 
Self as determined 







Professional self – busy, 
motivated 
 
Private self – homeless 





R: Well that was in 2014 I was based 
in the UK and I was, I had been to see 
a psychiatrist in the UK and then em I 
came here I actually came here to try 
and get some screenplays that I had 
written into production and to try 
persuade some production 
companies to pay me a fortune 
(laughing) and em well we won’t get 
into that. But em so I started off in a 
backpackers hostel and eventually 
the money just ran out. And but I was 
determined to hang on until April 
when a bunch of deadlines were 
occurring to do with funding 
deadlines, Irish Film Board deadlines, 
so I just decided I was just going, just 
(significant pause) hang on in there 
and that’s what I did and I had 
meetings with Enterprise Ireland and 
Dublin City Enterprise Board and all 
sorts of people and I was doing this 
while I was sleeping rough it was 
mad.  
 




History of MH service engagement in UK – again hesitant/resistant re: 
own MH – Does he see MH difficulties as signifying weakness? 
Use of pause to change focus of narrative - ?deflection 
Reason for coming to Ireland to get his own creations into production 
– what role did his own MH problems have in him coming here? 
 
Ireland as a sales pitch – pay me a fortune – self-concept of own 
creations as being extremely valuable? – Use of humour – irony or 
defence? – Again deflects from conversation via pause  
 
Use of own money to fund accommodation; Money as ‘running out’ – 
image of sand timer emptying coming to mind – why? Money vs time 
in own narrative  
 
Potential business interests as reason for staying; deadlines  - like 
money, time was under pressure – how was this stress impacting? 
 
Image of fingertips barely holding on 
 
Professional engagement with numerous organisations and people 
 
 








Practical solutions to 
maintain image 
 
Past work as opening doors 
 
 
Professional self as 
organised and competent 
Extensive effort 
Work as impressive 
Business contacts 
Artistic creations 
Professional: reaching out 
 
Known – familiarity 
Hidden self – homeless self 
 
MH stress indicators 
 
 
Need for safety to sleep 
Journeying through night 





Lack of comfort 
Vulnerability 
Journeying as preference 
Sense of purpose sought 
 
Fantasised role / purpose  
R: Well I just I just used libraries and I 
had a phone so I was able to make 
the appointments and most of the 
people they agreed to meet me on 
the back of the work that I had 
already done. So I was sending them 
business plans and spreadsheets and 
I had done loads and loads of work so 
they got hold of the work and that 
kind of impressed them enough to 
want to meet me in person. And 
same with the screenplays I mean I 
just sent them by PDF attachment so 
people read them first and so I 
wasn’t a completely unknown 
quantity but I didn’t tell them that I 
was sleeping rough. But I think I was 
kind of, I was arriving a bit wired, 
wild-eyed, on a few occasions. So em 
cos really like when I couldn’t find 
anywhere to sleep I wouldn’t sleep I 
would just walk around rather than 
put my head on a pavement.  
 
I: Why would you not put your head 
on a pavement?  
 
R: Well, too cold, too uncomfortable, 
too vulnerable. I just preferred to just 
walk you know. And you know I made 
the most of it. I take photographs. I 
treat it like I was on recki’s – you 
know, reconnaissance for film shoots 
Utilisation of library and phone to maintain entrepreneurial image – 
actual self vs projected self - must have been tiring 
 
Existing work as sufficient to open doors / options  
 
Image of him having this volume of work to concretely demonstrate 
his competence  
Had worked hard  
 
His view of external valuation of his work as impressive 
Work and approach leading to face-to-face meeting 
 
Creative work leading to business meetings  
 
Around these meetings, what was known vs not known by others – 
dual existence – professional and talented vs homeless -  
 
Again, hesitancy when discussing MH – use of language wired and 
wild-eyed – Did he have a view of himself as a bit unbalanced at these 
meetings 
There is something about security – if does not feel safe, forsaked 
sleep – would rather keep going, walking, image of someone just 





Emphasis on word vulnerable – Street sleeping as unsafe – If he slept 
on the street did he see himself as weak or a failure? 
Preferred to walk, keep going 
Made the most of the sleepless night; Use of photography to give his 

















Self as impressive to others 
 




Business self as important, 
worthwhile 
Other as solving puzzle 
 
Café as anchor 
and the like. So em I cannot 
remember what the question was 
sorry 
 
I: I was just asking a little bit around 
your background prior to being 
homeless.  
 
R: So then em then somebody put me 
up for a while. He was actually a café 
owner and when I first arrived in 
Dublin I was meeting people from the 
film industry and I suppose he must 
have thought it was quite impressive 
because all these people from the 
industry were turning up and they 
were all really high powered movie 
people. I mean not stars or anything 
like that but you know it was just the 
kind of vibe of person that was 
associated with it. And I talked to him 
and he worked out that something 
was going on and then one day I just 
arrived at his café and I was just onto  
Creating a fantasy where if he’d to have a sleepless night walking the 
streets he’d have a purpose – take pictures to feed into a fantasy film -  







Found a place to stay 
 
 
Used to hold his meetings in this café  
 
Has a view of café owner as being impressed with him 
 
 
People he met as being of importance in the relevant industry 
 
View of his work as being of relevance to people of importance – 
seems to attach huge significance to the value of his work, his 
creations, his mind 
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